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Maria Patricia Marven, Children's Convalescent Homes, 1845-1970 
 
From the middle of the nineteenth century a new type of health care institution, the 
children's convalescent home, began to provide care to sick children. Institutional 
convalescence quickly became an established part of medical orthodoxy, particularly for 
urban working-class children. Convalescent homes combined simple medical care with the 
natural therapies of diet, rest, and fresh air within a home-like environment. But they were 
also institutions of their time. They catered for medical conditions and socials needs that no 
longer exist today. Moreover, they were culturally acceptable in a way that is no longer 
recognisable. Their position within a particular epoch makes them revealing about health 
care provision during that time, and has broader historical significance for how we 
understand periods of significant social and cultural change; pointing towards points in time 
when ideas of children's emotional, physical, and health care needs diverged or changed.  
 Despite their potential richness as a source, children's convalescent homes have 
gone largely unstudied. Historical research on developments in children's health care has 
focussed on the provision of child welfare clinics, domiciliary nurse visits, and school 
medical inspections. Numerous scholars have argued that it was primarily through welfare 
clinics that professional medicine came to ‘know’ children, and conversely, through clinic 
visits that mothers were exposed to new methods of scientific child care, as their children 
were weighed, measured, and monitored. Since Roy Porter's call to study history from 
below, historians have turned to new methods of analysis to study the subjective 
experiences of the non-hegemonic classes and subaltern groups. In doing so they have 
produced studies that have illuminated the experiences of diverse patient populations. 
However, the voices of child-patients have remained persistently silent, and the bodies of 
literature that study children's health care and children's subjective experiences of that care 
have rarely been drawn together. Through the contextualised study of children's 
convalescent homes this thesis begins to draw these works closer together in a fusion that 
both supports and disrupts current historiography. 
 
 Although residential health care for children was increasingly available from the 
mid-1850s, children's convalescent homes occupied a unique space within the provision of 
children's health care; bridging the divide between residential welfare provision, and 
familial homes. It will be argued that this distinctive space provides a unique location for 
historians to explore changing ideas of childhood, health care provision, and children's 
subjective experiences of these regimes. This thesis has been divided into two sections that 
have used distinct sources and methodological approaches to explore different aspects of 
children's convalescent homes. Section one uses archival sources to provide a narrative 
account of the institutional convalescent care of children in the Metropolis between 1845 
and 1970. While section two, uses oral history interviews to explore individuals' 
remembered experiences of childhood convalescence in the closing decades of the system, 
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Chapter One: Introduction  
 
 History of case 
 
Father healthy; Mother delicate, Mother’s mother died of phthisis. 
3 other surviving children, 2 of whom are in good health, 1 attending amongst the outpatients 
with diarrhoea in teething. 
4 dead. 1 at 7 1/2, mother does not know of what disease, 1 at 1.8 of diarrhoea, 1 at 1.4 of 
diarrhoea - both in teething, 1 at 1.4 of measles. 
 
Child had measles followed by whooping cough at 4 ... Since whooping cough she has never 
enjoyed good health for long ... 1 week ago became worse, she took cold in the chest and 
complained of pain in R. Chest, esp. on deep breathing or coughing, she occasionally spat 
phlegm streaked with blood, she is feverish.  
Hospital case notes of Esther Halloway, eleven years old, 1869 1 
 
Eleven-year-old Esther was admitted to the Hospital for Sick Children, Great Ormond Street, 
suffering from haemoptysis and haemorrhaging from her bowels. Her notes describe her as 
a 'well formed, thin girl with long black hair and hazel eyes.'2 We know that she was one of 
eight children, although only four survived at the time of her admission. The entire family 
occupied two rooms, and although there is no mention of their domestic arrangements in 
Esther's medical notes, it is easy to imagine the overcrowding in which the family lived, and 
in which four young children died - three before reaching their second birthday.  
 Esther was a hospital patient for one month, during which time her notes describe 
the gradual transition of a girl who had 'never enjoyed good health', debilitated by 
recurrent infections, inadequate nutrition, and poor housing to that of a 'well looking girl', 
with a good appetite and gradual weight gain. After one month Esther was considered to be 
healthy enough to be transferred to Cromwell House Convalescent Home to complete her 
recovery. She was a patient at Cromwell House for six weeks and was discharged home 
'improved'. Following her discharge there are no further records of Esther receiving medical 
care. However, in 1871, census records show that now aged twelve years old, she was 
working as a live-in domestic servant for the Costa family in the City of London. In 1881, 
Esther appears again in census records, by this time she had returned to her familial home, 
where now aged twenty-two years old, she is recorded as working as a cartridge maker.3 
 
1 Extract from case notes of eleven-year-old Esther Halloway, admitted to Great Ormond Street Hospital for 
Children, 1969. Esther Halloway, September, 1869, 'Dr Charles West Case Notes', Great Ormond Street 
Hospital for Children Archives.  
2 Ibid.  




Esther is one of the multitudes of metropolitan children who were admitted to 
convalescent homes between 1845 and 1970. Like Esther, the great majority, were working-
class children who, it was believed, were in need of fresh air, good food, and rest to 
recuperate from ill health and escape the effects of urbanisation and deficient familial 
homes.  
 From the middle of the nineteenth century concerns over the effects of 
urbanisation, poor housing, and inadequate parenting were at the centre of initiatives 
aimed at improving children's health.4 One such initiative was the establishment of 
children's convalescent homes that sought to provide simple medical care and locally based 
natural therapies within a home-like environment. Throughout the nineteenth and 
twentieth centuries convalescent homes continued to emphasise simple care and natural 
therapies that were designed ‘to benefit delicate and convalescent children who require[d] 
a change of air and good food to restore them to health.’5 By the end of the century, 
institutional convalescence was viewed as an essential adjunct to the care of children 
recovering from a range of diseases, and admission to a convalescent home became an 
accepted component of children's health care provision. 
 Nineteenth-and twentieth-century children’s convalescent homes occupied a liminal 
space between the specialised, technical, and regulated environment of the hospital and 
the nurturing, domestic environment of the familial home. This distinctive space provides a 
unique location for historians to explore the relationship between the themes of childhood 
and institutional health care provision. Despite their potential richness as an area of 
research, children's convalescent homes have largely gone unstudied. This thesis will begin 
to address this gap by considering the provision of institutional convalescence for 
metropolitan children. The decision to focus on the convalescent homes serving the 
children of London was guided by the extent of the provision for the city, with an average of 
65% of all known homes extant across the period serving London. 
 
4 Carole Dyhouse, Girls Growing-up in Late Victorian and England (London, 1981), pp. 92-93; Anthony S. Wohl, 
Endangered Lives: Public Health in Victorian Britain (Cambridge, 1983), pp. 285-328; Ellen Ross, Love and Toil: 
Motherhood in Outcast London 1870-1918 (Oxford, 1993), p. 24; Elizabeth Lomax, Small and Special: The 
Development of Hospitals for Children in Victorian Britain (London, 1996); Lyubov G. Gurjeva, ‘Child Health, 
Commerce and Family Values: The Domestic Production of the Middle Class in Late-Nineteenth and Early-
Twentieth Century Britain’, in Marijke Gijswit-Hofstra and Hilary Marland (eds.), Cultures of Child Health in 
Britain and the Netherlands in the Twentieth (Amsterdam, New York, 2003), p. 121. 




This thesis is divided into two sections that use distinct sources and methodological 
approaches. In section one, convalescent home records and other archival sources are used 
to provide the first narrative account of the history of children’s convalescent homes 
between 1845 and 1970. It begins by placing this research within the growing bodies of 
scholarship that engage with the history of philanthropy, health care, and childhood; before 
moving on to discuss the sources and methods used in the following chapters. Chapter two 
considers how new understandings of childhood shaped the character of convalescent 
homes and the motivations of the individuals and organisations who initiated their 
establishment and growth. It will also provide an account of the development of homes 
discussing their growth, consolidation, and eventual decline between 1845 and 1970. The 
final chapter of this first section will use patients’ case notes in conjunction with medical 
and nursing texts to explore the medical beliefs and therapeutic practices within homes. It 
will examine how developments in science and medicine influenced the types of patients 
admitted to convalescent homes and the therapies they received. This analysis provides a 
valuable insight into the practical application of new medical knowledge and scientific 
developments in health care. The chapter will close with an analysis of the spaces occupied 
by homes. In doing so, the centrality of environment to medical understandings of 
children's health promotion, and the significance of convalescent homes’ portrayal as 
homes will be explored through their material culture. 
 Section two of this thesis, draws on ideas of continuity and change; and moves the 
focus of study to the decades between 1932 and 1961. Decades covered by seventy-two 
oral history interviews conducted by the author specifically for this thesis. This collection of 
interviews is used to examine the remembered experiences of children's convalescent 
homes from the perspectives of, patients, parents, siblings, and staff. Although a diversity of 
memories were recounted by interviewees it was possible to organise responses into three 
chapters. Thus, chapter five will explore separation from family members; chapter six will 
address agency and isolation; and chapter seven will examine kinship bonds, particularly in 
relation to experiences of returning home. Each of these chapters are linked by the theme 
of the institutional environment, a theme that ran through interviewees' testimonies, 








Children's convalescent homes did not operate in a vacuum; rather, they were 
contingent on a number of evolving factors that draw together familiar historiographical 
themes, including, philanthropy, health care provision, and the sentimentalisation of 
childhood. The development of homes coincided with a wider increase in philanthropic 
activity that occurred from the mid-nineteenth century, and was grounded in imagery 
of corrosive urbanisation and social crisis. Historians have argued that philanthropy 
was part of a broad 'moralising mission' directed at the urban poor by reformers from 
largely middle-class backgrounds working in partnership with churches, reform 
societies, charities, and benevolent agencies of all kinds.6 The historiography of 
philanthropy is a long and productive field of study. Early work emphasised the gradual 
transitions from individual to collective responses to poverty; culminating with the 
evolution of state-sponsored welfare.7 Other scholars, rather than viewing philanthropy 
as a canvas for the eventual development of statutory care, have explored the variety 
and persistence of charity, positioning it within the 'mixed economy of welfare'.8 The 
history of children's convalescent homes elides these two assessments by demonstrating 
that although the majority of homes were established, owned, and operated as 
independent philanthropic endeavours they were, in many cases, funded from the 
public purse. 
 Scholars have demonstrated the centrality of philanthropy to middle-class civic 
identity, and the extent to which charitable impulses infused Victorian society. 9 This 
analysis stresses the significance of philanthropy as an essential sphere of political and 
 
6 A.S. Wohl, ‘Octavia Hill and the Homes of the London Poor', Journal of British Studies, 10 (1971), pp. 105-131; 
Derek Fraser, The Evolution of the British Welfare State (London, 1973), pp. 135-144; Ursula Henriques, Before 
the Welfare State: Social Administration in Early Industrial Britain (London, 1997), pp. 256-265; Boyd Hilton, 
The Age of Atonement: The influence of Evangelicalism on Social and Economic Thought (Oxford, 1988),        
pp. 100-110; F.K. Prochaska, Philanthropy and the Hospitals of London (London, 1992); Keir Waddington, 
Charity and the London Hospitals , 1850-1898 (Woodbridge, 2000). 
7 Fraser, The Evolution of the British Welfare State, pp. 114-134.  
8 Alan Kidd, ‘Civil Society or State? Recent Approaches to the History of Voluntary Welfare’, Journal of 
Historical Sociology, 15 (2002), pp. 328-342; Rhodri Davies, Public Good by Private Means: How Philanthropy 
Shapes Britain (London, 2016). 
9 Ben Harrison, 'Philanthropy and the Victorians’, Victorian Studies, 9 (1966), pp. 353-374; Alan Kidd, 
'Philanthropy and the 'Social History Paradigm', Social History, 21 (1996), pp. 180-192; Geoffrey A. C. Ginn, 




social relations, an expression of civic pride, and of individual status.10 Within these 
themes historians have emphasised the role of charitable work in the lives of women, 
as an expression of personal fulfilment, religious obligation, and civic duty. 11 More 
broadly, the relationship between philanthropy and organised religion, particularly 
evangelicalism, has been a perpetual theme in studies of nineteenth-century charity.12 
By focussing on how ideas of philanthropy, religion, and domesticity were used to 
generate new paradigms in social relations, the role played by women in the 
establishment and support of children's convalescent homes provides a new lens 
through which to explore the role of women's charitable work, and the significance of 
their prominent involvement in children's health care. 
 
Children's health care 
Despite the durability of their association with children's health care, scholarly investigation 
of children's convalescent homes is sparse. A limited body of research has focused on adult 
homes. Early scholarship by John Bryant traces the origins of convalescent homes in Britain 
and America, but his analysis ends in 1920, and only briefly mentions children.13 Similarly, 
an early survey of British convalescent care by Elizabeth Gardiner focused on adult 
homes until 1930.14 More recent scholarship in the form of unpublished Ph.D. theses by 
Stephen Soanes and Jenny Cronin, and a MA dissertation by Catherine Heckman have also 
focused on adult convalescence.15 Soanes provides an institutional history of convalescent 
care for mentally ill adults in early-twentieth-century England. While Cronin’s thesis 
 
10 H. Malchow, ‘Public Gardens and Social Action in Late Victorian London’, Victorian Studies, 29 (1985),        
pp. 97-124. 
11 F. Prochaska, Women and Philanthropy in Nineteenth Century England (Oxford, 1993); Jane Lewis, Women 
and Social Action in Victorian and Edwardian England (Stanford, 1991); B Harris, The Origins of the British 
Welfare State: Society, State and Social Welfare in England and Wales (Basingstoke, 2004), p. 75; Lydia 
Murdoch, Daily Life of Victorian Women (Santa Barbara, 2014), pp. 50-53; Andrea Geddes, Philanthropy and 
the Construction of Victorian Women's Citizenship: Lady Frederick Cavendish and Miss Emma Cons (Toronto,  
2014), pp. 218-222. 
12 Hilton, The Age of Atonement, pp. 102-104; Frank Prochaska, Christianity and Social Service in Modern 
Britain: The Disinherited Spirit (Oxford, New York, 2006); Simon Szreter, Health and Wealth (New York, 
Woodbridge, 2005), pp. 90, 143. 
13 John Bryant, Convalescence, Historical and Practical (New York, 1927). 
14 Elizabeth. G. Gardiner, Convalescent Care in Great Britain (Chicago, 1935). 
15 Jenny Cronin, ‘The origins and development of Scottish convalescent homes, 1860-1939’, unpublished Ph.D. 
Thesis, University of Glasgow (2003); Stephen Soanes, ‘Rest and restitution: convalescence and the public 
mental hospital in England, 1919-39’, unpublished Ph.D. thesis, University of Warwick (2011); C. Heckman, 




explores the origins, development, and purpose of Scottish convalescent homes between 
1860 and 1939. Heckman’s dissertation describes the provision of adult convalescence, with 
particular attention to the practice of nursing care within homes.  
 As part of broader schemes of welfare reforms, children’s health care provision 
changed during the mid-twentieth century from that of a mixed economy of philanthropic 
and local authority sponsored endeavours to a central government sponsored National 
Health Service.16 Yet, throughout this transition institutional convalescent care for children 
was both enduring and conceptually dynamic. Thus, the general character of children’s 
health care provision is central to understanding the extent, purpose, and acceptance of 
institutional convalescent care for children. A clear theme in the historiography of children's 
health care is the growing influence of professional medicine in the nineteenth and 
twentieth centuries. Traditional interpretations of the role of medicine were decidedly 
Whiggish and emphasised accounts of progressive developments.17 More recent work has 
provided a critical analysis that, influenced by the work of Donzelot and Foucault, has 
interpreted health and welfare policies as part of a wider, and often coercive, scheme with 
socio-political objectives designed to control the working-class.18  
 Medicine’s dominant cultural position is emphasised by interpretations of health 
care that stress the authoritarian attitude of doctors. In his memoir The Classic Slum: 
Salford Life in the First Quarter of the Century, Robert Roberts recalls that doctors were 
treated and acted like a ‘demi-god'; similarly, Elizabeth Ross notes that mothers were 
‘notoriously intimidated’ by clinic doctors, who dictated modes of care.19 Although 
 
16 Webster, Charles (ed.) Caring for Health: History and Diversity (Milton Keynes, 1993); Bernard Harris, The 
Origins of the British Welfare State: Society, State and Social Welfare in England and Wales, 1800-1945 
(Basingstoke, New York, 2004); Fraser, The Evolution of the British Welfare State; Rodney Lowe, The Welfare 
State in Britain Since 1945 (Basingstoke, 2005); Chris Renwick, Bread For All: The Origins of the Welfare State 
(London, 2017). 
17 E. W. Cohen, English Social Services: Methods and Growth (London, 1949); F.N.L. Poynter, The Evolution of 
Hospitals in Britain (London, 1964); Ivy Pinchbeck and Margaret Hewitt, Children in English Society, vol. II 
(London, 1973). 
18 Jane Lewis, The Politics of Motherhood: Child and Maternal Welfare in England, 1900-1939 (London, 1980); 
Lionel Rose, The Erosion of Childhood 1860-1918 (New York, 1991); Roger Cooter, In the Name of the Child: 
Health and Welfare, 1880-1940 (London, New York, 1992), p. 12; Karen Baistow, ‘From sickly survival to the 
realisation of potential: child health and social project’, Children and Society, 9 (1995), pp. 20-35.  
19 Robert Roberts, The Classic Slum: Salford Life in the First Quarter of the Century (Harmondsworth, 1971),    
p. 108; Ellen Ross, Love and Toil, p. 218. Also, Lucinda Beier suggests that working-class reluctance to use 
'official medicine' was based on 'cost and social class issues', see: Lucinda McCray Beier, 'I used to take her to 
the doctor and get the proper thing: 'Twentieth-Century Health Care Choices in Lancashire Working-Class 





Foucauldian interpretations of children’s health care have been challenged on points of 
detail and criticised for providing an undiscriminating ‘leitmotif of power relations’, they 
remain an influential and useful conceptual framework.20 Yet, Foucauldian interpretations 
of children’s health care cannot deny that children did benefit from medical developments. 
Deborah Dwork argues that accounts solely casting medicine as a contest for authority run 
the risk of creating unsubstantiated doubts about the sincerity of official concerns over ill 
health and infant mortality.21 The study of children's institutional convalescence provides a 
new perspective on this debate by allowing an examination of the influence of scientific and 
medical developments on institutional practices and therapeutic regimes over an extended 
period of time, during which many scientific and medical developments took place. 
 Typically historians have tended to research innovations in child health through the 
provision of child welfare clinics, domiciliary nurse visits, and school medical inspections.22 
Numerous scholars have argued that it was primarily through welfare clinics that 
professional medicine came to ‘know’ children, and conversely, through clinic visits that 
mothers were exposed to new methods of scientific child care, as their children were 
weighed, measured, and monitored.23 Lawrence Weaver argues that these rituals were 
essential components in promoting notions of the ‘normal’ child, and establishing medicine 
and science as the primary authority in children’s health care.24 However, little attention 
has been paid to the role of medical rituals, such as, weighing and monitoring children 
 
20 Alysa Levene, ‘Childhood and Adolescence', in Mark Jackson (ed.), The Oxford Handbook of The History of 
Medicine (Oxford, 2011), p. 325. 
21 Deborah Dwork, War is Good for Babies and Other Young Children: A History of the Infant and Child Welfare 
Movement in England, 1898-1918 (London, 1987), p. 228. 
22 For welfare clinics and domiciliary nurse visits, see: Valerie Fildes, Lara Marks, Hilary Marland (eds.), Women 
and Children First: International Maternal and Infant Welfare 1870-1945 (London 1992); Hilary Marland, ‘A 
Pioneer in Infant Welfare: the Huddersfield Scheme 1903-1920’, The Society for the Social History of Medicine, 
6 (1993), pp. 25-49; Rima Apple, ‘Constructing Mothers: Scientific Motherhood in the Nineteenth and 
Twentieth Centuries’, Social History of Medicine, 8 (1995), pp. 161-178; Vanessa Heggie, 'Health Visiting and 
District Nursing in Victorian Manchester; Divergent and Convergent Vocations’, Women’s History Review, 20 
(2011), pp. 403-422. For school medical inspections, see: John Welshman, The School Medical Service in 
England and Wales. 1907-1939 (Oxford, 1989); J. David Hirst, 'The growth of treatment through the School 
Medical Service, 1908-18', Medical History, 33 (1989), pp. 18-42; Bernard Harris The Health of the Schoolchild: 
A History of the School Medical Service in England and Wales (Buckingham, 1995). 
23 Harry Hendrick, Child Welfare: England 1872-1989 (Oxford, New York, 1994), p. 53; Christine Hardyment, 
Perfect Parents: Baby-care Advice from Past to Present, (Oxford, 1995), pp. 87-139; Jeffery Brosco, ‘Weight 
Charts and Well Child Care: When Paediatricians Became the Experts in Child Health’, in Alexander M Stern 
and Howard Markel (eds.), Formative Years: Children's Health in the United States, 1880-2000 (Ann Arbour, 
2002), pp. 91-106; Lawrence T. Weaver, ‘In the Balance: Weighing Babies and the Birth of the Infant Welfare 
Clinic’, Bulletin of the History of Medicine, 84 (2010), pp. 30-57. 




within residential institutional care settings. Exploring the importance attached to 
monitoring, measuring, and recording children's weight within convalescent homes 
demonstrates that it is necessary to observe the adoption of health care technologies 
across various settings to fully comprehend their significance and the objectives of historical 
actors. 
 Integral to the historiography of children’s health care is the history of domiciliary 
visiting by nurses and health visitors.25 A component of most scholarly assessments of home 
visiting is the observation that the practice stemmed from an official belief that working-
class women were ignorant of household affairs, hygiene, child care, and nutrition.26 
Feminist historians, such as, Jane Lewis, Lara Marks, and Ellen Ross have been especially 
productive in this field of investigation, and in addition to questioning the motivations of 
reformers, they have challenged the efficacy of medical intervention and the 
appropriateness of the measures employed.27 Recent work has begun to unpick this 
uniformly negative assessment, demonstrating that individuals and institutions both held 
and contributed to a range divergent beliefs and attitudes.28 The provision of institutional 
convalescence provides a new perspective that deepens existing interpretations. The 
emphasis placed by homes on providing natural wholesome care suggests that they 
provided a form of care that could, conceivably, have been provided in children's familial 
homes; implying that negative views of working-class parenting supported the provision of 
children's convalescence. However, the importance attached to natural therapies and the 
material culture of convalescent homes, also suggests that the perceived deficiencies in 
working-class homes extended beyond negative assessments of parental capabilities, and 
 
25 Hillary Marland, ‘A Pioneer in Infant Welfare: the Huddersfield Scheme 1903 – 1920’, pp. 25-49; Lara Marks, 
Metropolitan Maternity: Maternal and Infant Welfare Services in Early Twentieth Century London (Amsterdam, 
1996), Gurjeva, ‘Child Health, Commerce and Family Values: The Domestic Production of the Middle Class in 
Late-Nineteenth and Early-Twentieth Century Britain’, p. 121; Heggie, ‘Health Visiting and District Nursing in 
Victorian Manchester; divergent and convergent vacations’, pp. 403-422. 
26 Anna Davin, ‘Imperialism and Motherhood’, History Workshop, 5 (1978) 9-66; Lewis, The Politics of 
Motherhood, pp. 61-82; Ross, Love and Toil, p. 203-206; Marijke Gijswit-Hofstra and Hilary Marland (eds.), 
Cultures of Child Health in Britain and the Netherlands in the Twentieth Century (Amsterdam, 2003), p. 9. 
27 Lewis, The Politics of Motherhood, p.107; Valerie Fildes, Lara Marks, and Hillary the Marland (eds.), Women 
and Children First: International Maternal and Infant Welfare 1870 – 1945 (London, 1992), p. 1; Ross, Love and 
Toil, pp. 124-127; Marland, ‘A Pioneer in Infant Welfare: the Huddersfield Scheme 1903 – 1920’, pp. 25-49; 
Lara Marks, Model Mothers. Jewish Mothers and Maternity Provision in East London 1870-1939 (Oxford, 
1994); Marks, Metropolitan Maternity, pp. 90-91.  




encompassed an awareness of the deficiencies of the working-class, urban environment 
more widely. 
The residential health care of sick children has received limited attention. Some 
attention has been paid to the historiography of children’s hospitals, the most extensive of 
which are Elizabeth Lomax’s classic text on Great Ormond Street Hospital, and Julie Kosky's 
history of the Queen Elizabeth Hospital for Children, Hackney.29 Broader historical research 
on Victorian and Edwardian children's residential institutions has demonstrated a wide 
range of provision. Much of this work suggests that these institutions shared a number of 
objectives that sought to control and reform children who were perceived as problematic 
by society, including, the poor, sick, and disabled; commonly by their permanent removal 
from their familial homes.30 Similarly, this work suggests that the care children received 
within these institutions was rudimentary and only catered for their basic needs.31 Recent 
work by Claudia Soares has challenged this assessment. By exploring the policies, practices, 
and the provision of care by the Waifs and Strays Society, Soares has shown that children’s 
experiences of care were often varied.32 Likewise, scholars, including, Jane Hamlett, Ginger 
Frost, and Charlotte Newman have emphasised the extent to which regional contexts, 
subject populations, and local officials varied the institutional experiences of children.33 
 
29 Lomax, Small and Special; Jules Kosky, Queen Elizabeth Hospital for Children: 125 Years of Achievement 
(London, 1992). 
30 For control and reform, see: Lynn Abrams, The Orphan Country: Children of Scotland's Broken Homes from 
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Hugh Cunningham and Joanna Innes (eds.) Charity, Philanthropy and Reform: From the 1690s to 1850 
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31 M.A. Crowther, The Workhouse System 1834-1929: The History of an English Social Institution (London, 
1981), pp. 193-221; Abrams, The Orphan Country, pp. 59, 105-117, 170-177; Murdoch, Imagined Orphans,      
p. 161; Shurlee Swain, ‘Child Rescue: the migration of an idea’ in Jon Lawrence and Pat Starkey (eds.) Child 
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32 Claudia Soares, ‘Neither Waif nor Stray: Home, Family and Belonging in Victorian Children's Victorian 
Institution, 1881-1914', unpublished PhD Thesis, University of Manchester (2014); Claudia Soares, 'A 
'Permanent Environment of Brightness, Warmth, and "Homeliness"': domesticity and Authority in a Victorian 
Children's Institution', Journal of Victorian Culture, 23 (2018), pp. 1-24. 
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By viewing residential care provision through the optic of children's convalescent homes the 
importance of subject populations and local officials is drawn into sharp focus. This thesis 
supports historical analysis that suggests children's residential care varied considerably and 
was not universally draconian. Moreover, it suggests that sick children occupied a specific 
conceptual space that intimately affected the care they received. In addition, although 
children's convalescent homes, like many Victorian and Edwardian residential institutions, 
sought to reform their patients physically, spiritually, and morally; they aimed to achieve 
this through the temporary separation of children from their familial homes. This 
observation challenges dominant historical assessments that stress the permanent removal 
of children from their parents as a primary objective of late-nineteenth- and early-
twentieth- century reformers. 
 
Childhood 
Children's convalescent homes did not emerge purely in response to an increase in 
philanthropic activity and health care provision. The relationship between ideas of 
working-class childhood, philanthropy, and health care have been explored by historians 
who point to conceptual changes in the meaning and nature of childhood that transformed 
the relationship between adults and children.34 In his seminal book, Centuries of Childhood, 
Philippe Ariès argued that childhood was ‘discovered’ as a separate stage of life in the 
sixteenth and seventeenth centuries in Europe.35 Work by Linda Pollock exploring parent-
child relationships between 1500 and 1900, challenges the idea that childhood was 
discovered, arguing that it has always been recognised a phase distinct from adulthood. 
However, Pollock does acknowledge that child welfare became an increasing concern for 
state and philanthropic agencies in the late eighteenth and nineteenth centuries. 
 The significance of turn of the century changes in the conceptualisation of childhood 
is pointed to by Vivianna Zelizer. In Pricing the Priceless Child she describes the 
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‘sacralisation’ of American children that occurred between 1870 and 1930.36 Although 
Zelizer’s interpretation remains influential, her binary account of a progressive 
transformation has been challenged by historians who observe that not all national 
contexts should be presumed to be the same, and that a less linear, culturally based, and 
regionally diverse approach is more useful.37 The value of such an approach is shown by 
work demonstrating that although much of the political impetus for education and welfare 
reforms stemmed from a growing interest in national efficiency and concerns for the future 
of the nation and the race, the interpretation and implementation of these objectives 
varied considerably.38 Meanwhile, work exploring the growth of industry specific child 
labour laws, the significant and sustained opposition to free school meals, the history of 
institutional welfare provision, and the historiography of child protection all suggests that at 
a practical level ideas about childhood and the day-to-day experiences of many working-
class children were far from romanticised.39 
 While there is consensus amongst historians that towards the end of the eighteenth 
and beginning of the nineteenth century a new more sentimental concept of childhood 
emerged among the literate elite, the wider social and cultural origins of the transformation 
and its practical manifestation remain unclear.40 This thesis will contend that existing 
historiography which focuses on State sponsored intervention is, in fact, concerned with the 
product of changing ideas of childhood; a product that in many instances took several 
decades to come to fruition. The emergence of children's convalescent homes during the 
middle decades of the nineteenth century demonstrates that sentimental concepts of 
childhood also assumed a practical form at least two decades earlier than is hitherto 
generally suggested. Moreover, new ideas of childhood were not universally applied, but 
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varied between subject groups with some children being viewed as more worthy than 
others. 
Thus, the study of children's convalescent homes is situated within a rich, 
productive, and diverse body of literature that is both supported and complicated by this 
research. For this reason, although the study of convalescent homes providing care for 
metropolitan children is a deeply contextualised one, it provides valuable insights that 
inform scholarly understanding across many fields of study. 
 
Sources and methodology 
The chronological boundaries of this research have been determined by the development, 
growth, and decline of children's convalescent homes, rather than by historical 
periodisation based on wider social trends. Importantly, this approach permits the study of 
changes in the provision of institutional convalescence over an extended period of time. 
Nevertheless, it also raises methodological issues, in particular, the availability of 
comparable source material across the period of study. An extensive survey of primary 
sources relating to children's convalescent homes between 1845 and 1970, was 
undertaken and provided the basis for section one of this thesis. The sources can be 
divided into two research strands. Firstly, quantitative data was drawn from a number 
of annually produced directories, which were supplemented by additional information 
from contemporary reports, publications, and census enumerator returns. The 
directories and registers were sampled at five year intervals between 1850 and 1970. 
The second research strand provided qualitative information and drew heavily on 
information pertaining to individual homes contained in: annual reports, committee 
minute books, matron's books, ward diaries, inspection reports, financial records, and, 
patient case notes all of which were used to provide depth and additional context to 
the quantitative data extracted from directories. 
 The directories used were: Low's Handbook to the Charities of London, Burdett’s 
Hospital and Charities Directory, the Hospital’s Year Book, and the King's Fund Directory of 
Convalescent Homes Serving Greater London (Figure 1.1). Low's Handbook was available 
from 1850 to 1884, but it was not published annually. Therefore it was sampled at the 
nearest edition to each five year sampling point. Burdett’s was available from 1894 to 1930, 




1967. The King's Fund Directory of Convalescent Homes Serving Greater London was 
available annually from 1950 to 1970. Typically, but not always, the data contained in these 
directories included: the number of patients and beds, average length of stay, type of 
patients, types of care offered, exclusion criteria, the number of nurses, affiliations with 
other institutions, funding requirements, annual revenue, and the year founded. Although 
the directories provided valuable information across an extended period of study they 
also posed some difficulties. The data they provided originated from questionnaires 
completed by the convalescent home staff who did not always answer all the 
questions, resulting in some inconsistencies. For example, some homes only provided 
information on their bed numbers, whereas others only gave the annual numbers of 
patients admitted. Therefore, The Church of England Yearbook and Kelly's Directories, both 
of which were available across a large period of the study, were used alongside several 
contemporary publications as supplementary sources. 
  Qualitative information was obtained from convalescent home records, and 
although their survival was uneven across time they were available in substantial quantities 
and in a rich diversity of forms. Annual reports were available in significant numbers and 
were read in their entirety from a representative sample of homes across the period of 
study. In addition to providing aggregate data on the annual number of patients admitted, 
their ages, social background, and types of illnesses, they also discussed the motivations for 
opening homes and gave accounts of their finances and management. Details of the day-to-
day administration of convalescent homes were observed through a variety of sources 
including, committee minute books, medical committee minute books, matron’s books, 

















































































































Low's Handbook To The 
Charities Of London 




● ●                                         
The Charities Register and 
Digest 








● ●                               
The Official Yearbook of the 
Church of England 
              ● ● ● ● ● ● ● ● ● ● ●               
Regional Kelly's Directories               ● ● ● ● ● ● ● ● ● ● ● ●             
Kelly's London Medical 
Directory 








                              
Annual Charities Register and 
Digest 




● ● ● ● ● ● ● ● ● ● ● ● ● ●   
Burdett's Hospital and 
Charities Annual 




● ● ● ● ● ● ●                 
Hospitals Year Book                                   ● ● ● ● ● ● ●   
Kings Fund, Directory of 
Convalescent Homes Serving 
London 




          
Kings Fund Directories of 
Convalescent Homes Serving 
Greater London 
                                        ● ● ● ● ● 
Where shall I send my 
Patient? A guide for medical 
practitioners. 




                          




● ● ●                     
Institute of Almoners Report, 
1947 




          
King Edward's Hospital Fund 
for London, Convalescence 
and Recuperative Holidays: A 
report of a survey carried  
                                        ●         
British Hospitals Contributory 
Schemes Association, 
Directory of Convalescent 
Homes  
                                        ● ● ● ●   




























Alongside institutional records, analysis of 500 individual hospital case notes of 
children who were referred for convalescent care and 250 convalescent home case notes 
was undertaken. Although, the information contained within case notes varied significantly 
from a few lines to several pages, taken together their contents allowed a deeper 
understanding of the children admitted to convalescent homes and the care they received. 
In addition to the use of individual patient records, medical understanding of the need for 
institutional convalescence was gained from a selection of twenty-one medical and nursing 
textbooks published between 1833 and 1970. To ensure that the selected texts reflected 
contemporary medical practice, only books that had been published in multiple editions or 
were required reading for medical or nurse training courses were chosen. An analysis of 646 
digitalised medical officer of health annual reports from 12 London health districts and 
the London County Council covering the period between 1861-1970, added both depth 
and breadth to the information gained from medical text books.41 These reports were 
identified by using a key word search for: convalescence and convalescent. The health 
districts selected were those which mentioned convalescence and convalescent most 
frequently and over the longest period of time.42  
 The information from these combined sources was used to construct a 
database of all convalescent homes providing care to metropolitan children between 
1845 and 1970. In compiling this database several methodological difficulties were 
encountered. Firstly, children's convalescent homes did not form a homogenous group. The 
institutions had a variety of names, including, schools of recovery, cottage home, 
convalescent home, homes of rest, and homes of recovery. This variety of names reflected 
wider ambiguities in the accepted definition of a convalescent home, and was one of the 
major difficulties encountered in compiling a database. The ambiguities of definition 
reflected the different therapeutic purposes of homes. Some homes offered minor 
treatments, others none; some could not take patients for more than one month, others 
did not take them for less; and some homes insisted that patients were ambulatory and 
able to care for themselves. In many homes, patients had to conform to certain criteria, 
 
41 Digitalised medical officer of health annual reports retrieved from: https://wellcomelibrary.org/moh/, last 
accessed 11/11/2018. 
42 Medical Officer of Health Reports for London districts of: Bethnal Green, Croydon, Hackney, Hampstead, 
Holborn, Hornsey, Islington, Kensington, Lambeth, London County Council, Paddington, Poplar, Walthamstow 




such as, belonging to a particular religious group or having links with a certain charity or 
institution. The definition of a children's convalescent home which has been applied to the 
selection of data for this thesis is that of an institution that provided temporary residence to 
children of any age between birth and fourteen years, who had passed the acute stage of an 
illness or the acute phase of the exacerbation of a chronic condition, and cared for them 
until they reached their maximum health.43 As such, institutions that were primarily for the 
care of acutely ill children but accepted convalescent patients, as some cottage hospitals 
did when they were not full, were omitted. Similarly, institutions for the permanent care of 
the chronic sick and disabled were also omitted. So too were open air schools and holiday 
homes, as they did not place emphasis on recovery or provide medical and nursing care.44 
The application of these selection criteria was complicated by homes changing their patient 
type and therapeutic purpose over time. As a result, it was necessary to assess every 
convalescent home separately at each sampling point, to ensure that they continued to 
qualify for inclusion in the database. 
The selection of which homes to include and omit from the database was further 
complicated by the need to determine which homes admitted children from London. To 
overcome this difficulty an additional assessment of all the homes that met the above-
mentioned criteria was made. The directory entries for these homes were reviewed 
checking for evidence that they admitted London patients. This was complemented by a 
survey of 646 digitalised medical officer of health annual reports from 12 London 
districts and the London County Council noting which convalescent homes were used by 
individual authorities.45 The assessment of homes for the years between 1950 and 1970, 
was further assisted by reports compiled by the King Edward's Hospital Fund for London 
(hereafter the King's Fund), which gave comprehensive details of the convalescent homes 
 
43 This definition was taken from: Gardiner, Convalescent Care in Great Britain, pp. 8-9. 
44Although tuberculosis sanatoria fell within this definition they have been excluded from this study because 
sanatoria occupied a distinct therapeutic and conceptual space within institutional healthcare provision. For a 
history of tuberculosis and their treatment in sanatoria, see: Linda Bryder, Below the Magic Mountain: A Social 
History of Tuberculosis in Twentieth-century Britain (Oxford, 1988); Linda Bryder, 'Buttercups, Clover and 
Daisies', in R. Cooter (ed.), The Name of the Child (London, 1992), pp. 72-93. For the treatment of children 
with tuberculosis, see: Ann Shaw and Carole Reeves, The Children of Craig-Y-Nos: Life in a Welsh Tuberculosis 
Sanatorium 1922-1959 (London, 2009). 
45 Medical Officer of Health Reports for London districts of: Bethnal Green, Croydon, Hackney, Hampstead, 
Holborn, Hornsey, Islington, Kensington, Lambeth, London County Council, Paddington, Poplar, Walthamstow 




serving Greater London. The results from these sources were then used to determine which 
homes admitted children from London.  
 The final difficulty encountered in constructing the database arose with patient 
admission figures for mixed homes, which admitted both adults and children. The 
majority of mixed homes reported their patient numbers as an aggregate of adults and 
children, making it impossible to accurately assess the number of children admitted. It 
was therefore necessary to separate the analysis of mixed homes from that of homes 
that only admitted children. Although at first this appeared to create a significant 
lacuna in the data, a survey of mixed home admission registers, annual reports, and 
committee minute books indicated that many were reluctant to admit children. The 
administrative records of mixed homes show that on average only 5% of their patients 
were children. Entries in their committee meeting books suggests that their reluctance 
to admit children was prompted by a fear of common childhood diseases, which if 
brought into a home, would result in its closure for several weeks. Thereby, reducing 
revenue and preventing the home from meeting its obligations to subscribers.46 
 As a means of assessing the number of children admitted to mixed convalescent 
homes census enumerator returns from a representative sample of 10 homes were 
examined for the years, 1861, 1871, 1881, 1891, 1891, 1901, and 1911; the combined 
percentage of children in the 10 homes varied between 4% and 12%.47 This, taken 
together with the lack of children within the official records of all the mixed homes 
surveyed, indicates that children formed a minority of their patients. Consequently, 
although the practice by mixed homes of combining their admission figures meant that 
it was not possible to accurately measure the number of children they admitted, 
archival evidence suggests that children-only homes were the most significant 
providers of care, and, as such, a full picture of the extent of institutional convalescent 
care could be made from the available sources relating only to these. 
 
46 Report of subcommittee, 'Reckitt Convalescent Home, Registry files', 1907-1940, H33/RN/AO/32/66, 
London Metropolitan Archives; Medical Officer's Report, 'Beaconsfield Convalescent Home, The King Edwards 
Hospital Fund for London', 1946, A/KE/724/025, London Metropolitan Archives; Visitors Report, 'Schiff House 
of Recovery, The King Edwards Hospital Fund for London', 1954-1965, A/KE/724/097, London Metropolitan 
Archives; 'St Andrews Convalescent Home, Annual Reports', 1875-1887, D/EX 1675/14/2/1, Berkshire Record 
Office. 




 Thus, the evidence for the first section of this thesis was drawn from a number 
of sources, and despite the deficiencies of individual sources, when combined they 
constituted a significant corpus of information that was sufficient in quantity and 
quality to provide a robust account of the development of convalescent homes serving 


































Rose R - Debility from semi-starvation. Home-life for her is sadly hard, her mother is able to earn 
only the barest pittance by finishing off boys knickerbockers at 2 1/2d. a pair. To earn ten or 
eleven shillings a week, she must rise between five and six in the morning, and often work until 
midnight. "She's had a sewing-machine given her to help with the work," Rose says; but "she 
can't only work it for about an hour at a time, for then she goes dizzy and faint. Doctors afraid 
she's going in consumption." 
 
Nina B - An old-fashioned little thing, gives this account of her life: "Mother can't hardly scrape 
together enough money to buy food for us children, and sometimes we only has bread to eat. 
There's seven of us, and we're all delicate. I used to faint when I stood up to say my lessons at 
school. I've got a little sister at home, and she's so brown and tiny, that they call her 'brown 
Dot."' 
 
Enfeebled by want of nourishment and insufficient clothing, these children fell easy prey to 
disease. The improvement that sea-breezes and good food soon worked on them was almost 
magical.48 
 
The 1891, Annual report for St Mary's Convalescent Home used the 'Typical Cases' of Rose 
and Nina as exemplars of their work. In doing so they employed a frequently used narrative, 
of the child as an innocent victim of their deficient familial home, saved by their admission 
to a convalescent home. The characterisation of Rose and Nina as innocent victims 
demonstrates the centrality of changes in the conceptualisation of childhood to the 
development of children's convalescent homes, and the philanthropic impetus upon which 
they relied. This chapter will open by considering how new understandings of childhood 
shaped the character of convalescent homes and the motivations of the individuals and 
organisations who initiated their establishment and growth. How these varied over time 
and between categories of sponsors will be considered in conjunction with the affiliations 
between homes and other institutional bodies that included: religious organisations, large 
charities, hospitals, and local authorities. The second part of the chapter will provide an 
account of the development of children’s convalescent homes discussing their growth, 
consolidation, and ultimate decline between 1845 and 1970. The particular focus will be the 
number of homes, their size, and the number of children admitted annually; observing for 
continuity and change over time.  
 
 





Sentimental ideas of childhood 
Figure 2.1. demonstrates the changing composition of the individuals and institutions 
who sponsored convalescent homes across the period of this study; and draws 
attention to the importance of philanthropy in their establishment and growth. A rich 
and extensive body of scholarly work has identified the themes of gender,  civic 
identity, and religion as focal points in the analysis of individual and institutional 
philanthropy. Similarly, these themes were central to the development and support of 
children's convalescent homes, however, they were subtly changed by the infusion of 
new sentimental ideas about the nature and value of childhood; ideas that  not only 






 Children's convalescent homes provide a contextualised medium through which to 
explore the practical manifestations of changing ideas of childhood on reformers' 
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sentimentalised manner that complemented new middle-class ideas of childhood. In doing 
so, children were represented either as victims or with a sense of naiveté. This 
representation of children, whose experience of life was often seen as far from innocent by 
convalescent home administrators and their donors, acted to restore children to a state of 
innocence that was worthy of charitable intervention. Typical in this regard was the 1893, 
Annual report for the East London Hospital for Children that combined a sentimental 
depiction of children's 'poor wasted' bodies and 'delicate souls' with a dramatised threat of 
the urban environment. 
 
The recovery of our poor wasted children has scarcely begun before they are returned to the 
fetid atmosphere of the crowded dwellings which so many of the delicate souls have long been 
used to. ...the acquisition of a convalescent home will complete their cure and provide the three 
things so essential to vigorous childhood, viz:- wholesome food, pure air, and clean bodies.49 
 
 
 The use of idealised language to transform working-class children from threats to 
victims is striking, and supports the work of Lydia Murdoch who has drawn attention to the 
way in which reformers fused new concepts of childhood with the narrative device of 
melodrama.50 This narrative style was popular in Victorian and Edwardian literature, and is 
represented in popular works, such as, Charles Dickens, The Adventures of Oliver Twist, 
1837, and Charles Kingsley, The Water Babies, A Fairy Tale for a Land-baby, 1863. Both texts 
dramatically portrayed children who required saving from urban degeneracy.51 Moreover, 
as Keir Waddington has argued, the melodramatic and emotive depiction of children's 
hospitals was established through publications, such as, Charles Dickens' Drooping Buds, 
1852; Tom Hood's Lilliput Lodgers, 1870; and Greenwood's Little Bob in Hospital, 1874.52 
Accordingly, the use of melodrama by convalescent homes drew on an established medium 
that was both recognisable and easily accessible by Victorian and Edwardian society.  
 In much the same way, homes used dramatic and sentimental imagery as a 
technique to represent their own unique qualities and restorative properties. The 1891, 
 
49 'East London Hospital and Dispensary for Women, Annual Report', 1893, RLHEL/A/10/1, Royal London 
Hospital Archives. 
50 Murdoch, Imagined Orphans, p. 12-17. 
51 Charles Dickens, The Adventures of Oliver Twist (London, 1837); Charles Kingsley, The Water Babies, A Fairy 
Tale for a Land-baby (London, 1863). For a discussion of Victorian melodrama, see: Michael Booth, English 
Melodrama (London, 1965); David Mayer, "Encountering Melodrama", in Kerry Powell (ed.), The Cambridge 
Companion to the Victorian and Edwardian Theatre (Cambridge, 2004 ), pp. 144-163. 




Annual report for St Mary's Convalescent Home used idealised metaphors to represent both 
their patients and their home, thereby, creating a special affiliation between the two. 
 
A long train of our poor little convalescents appear before the minds-eye. Coming to us pale, 
fragile, feeble; leaving us bright, rosy and healthful. Our Convalescent Home is, in very truth, the 
fabled mill which grinds the little people young again, giving them back the spirit, joy and 
gladness which every childhood is so soundly due, but so often denied them.53 
 
Here working-class children are represented as victims that can be restored to a 
romanticised notion of childhood that every child 'is so soundly due', through the 
intervention of the home. In conjunction with this depiction, the characterisation of St 
Mary's as a 'fabled mill which grinds the little people young again', suggests that the home 
provided a unique recuperative environment that was able to cleanse or purify children 
from the polluted influences of their familial homes. This indicates that the restoration of 
children's health was conceived as involving a corporeal, spiritual, and moral 
transformation. Hence, the sentimental construction of childhood was twofold, firstly, it 
rendered children worthy recipients of convalescent care; and secondly, it created specific 
environmental needs for the maintenance of their corporeal, spiritual, and moral health.  
 The sentimentalisation of childhood, and the significance attached to transforming 
bodies and spirits was common to all of the individuals and groups who sponsored 
convalescent homes. However, different categories of sponsor variously interpreted the 
importance of corporeal, spiritual, moral, and even, civic fortitude depending on their own 
beliefs and motivations. Identifying the sponsors of children's convalescent homes, 
along with their differing motivations and how these evolved over time, is essential to 
understanding the origins, development, and objectives of children's institutional 
convalescence. This research uncovered a diversity of individuals and organisations 
involved in the sponsorship of homes. These can be divided into six main categories: 
independent or nonaffiliated homes, homes affiliated to a religious body, homes 
affiliated to an existing charitable organization, homes affiliated to a hospital, local 
authority owned homes, and National Health Service homes. How the different 
categories of sponsors evolved across the period of study is demonstrated in      
Figure 2.1. 
 





Independent homes   
Independent homes were sponsored by private individuals or independent committees 
who organised for the sole purpose of managing one or several homes. They were the 
first type of convalescent institution specifically for children, with two homes opening 
during the early 1850s. Although their numbers increased and then contracted over the 
period of this study, independent homes continued to provide convalescent care for 
children until the 1960s. The various motivations for establishing independent homes 
were aligned with the interests and objectives of the sponsors. There was a prominent 
representation of women, both as individual sponsors and as members of management 
committees. This is at odds with the absence of women in senior positions within 
children's hospitals. It is noteworthy that at a time when women were increasingly 
involved in education, local government politics, and social reform there were no 
female members of the management committees of London's most celebrated 
children's hospitals, including: the Alexandra Hospital for Children, the Belgrave 
Children's Hospital, the East London Hospital for Children, the Evelina Children's 
Hospital, the Hospital for Sick Children, the North Eastern Hospital for Children, 
Paddington Green Children's Hospital, and Queen's Hospital for Children.54 Women 
were involved in hospital administration, but only in subsidiary roles, such as, fund 
raising, pastoral visits or as members of ladies committees. This pattern of exclusion 
and marginalisation reflects trends identified by Keir Waddington in adult hospitals. 
Waddington suggests that hospital administration was close enough to business to be seen 
as a male sphere for which women were considered unsuitable, and, therefore, excluded.55 
 
54 The first female senior member of a hospital management committee was at the Hospital for Sick 
Children, Great Ormond Street was in 1922, see: 'Annual Report of the Hospital for Sick Children, Great 
Ormond Street', 1922, Great Ormond Street Hospital for Children Archives. For a discussion of women's roles 
in education, social reform, welfare reform, and local government politics, s ee: Patricia Hollis, Ladies 
Elect, Women in English Local Government 1865-1914 (Oxford, 1987); Shelia Fletcher, Feminists and 
Bureaucrats: A Study in the Development of Girls' Education in the Nineteenth Century (Cambridge, 1980); 
Steedman, Childhood, Culture and Class in Britain; Julia Parker, Women and Welfare: Ten Victorian Women in 
Public Social Service (London, 1989); Joan Perkin, Victorian Women (London, 1993); Helen Jones, Duty and 
Citizenship: The Correspondence and Papers of Violet Markham, 1896-1953 (London, 1994); Eleanor Gordon 
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In comparison, the respectability of women's involvement in children's convalescent 
homes was stressed by author, Mary Louisa Molseworth, who, when speaking at a 
conference dedicated to 'the philanthropic work of women', stated that establishing and 
administering a children's convalescent home was 'altogether women's work' that should 
be 'embraced by all women'.56 The history of women's philanthropic work has stressed the 
complex negotiations of gender that permeated Victorian public discourse. A distinctive 
feature of this discourse was its emphasis on domesticity.57 Consequently, the 
appropriateness of women's involvement in charitable activity was closely related to 
contemporary ideologies that identified domesticity and family as a separate feminised 
space.58  
 By casting their service in the language of separate spheres, women combined 
ideologies of domestic space with their work in convalescent homes to generate new 
paradigms in social relations in which they were able to exercise autonomy and hold 
authority. Evelyn Whitaker established a convalescent home in 1881, writing in the 
Anglican magazine The Monthly Packet, she stressed that in her 'cottage convalescent 
home for little children' she did not have to suffer being 'overwhelm[ed] with committees, 
stern officials, cast iron rules and regulations.'59 Whitaker’s portrayal, in a conservative 
publication, of her 'cottage convalescent home' as an inherently domestic and, therefore, 
female space in which she held authority, indicates that convalescent homes were socially 
acceptable forums for women to hold power, and that this was a proposition that other 
women would understand and find attractive.60 Hence, unlike hospital administration and 
its association with business, the transference of domestic ideologies to the administration 
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of children's convalescent homes rendered them suitable for the involvement and 
leadership of women. Moreover, from the late nineteenth century the prominent 
involvement of women in the administration of convalescent homes was strengthened by a 
growing preference to care for institutionalised children within family-like environments, 
rather than large institutions.61  
 As with other forms of philanthropy, a sponsor’s conspicuous association with a 
home conferred respectability and the opportunity to increase their social standing.62 
Yet, bearing in mind that association with a children's convalescent homes attracted 
less kudos than with other institutions, it is too simple to suggest that self -promotion 
was a sponsor’s only motivation. Instead, many independent sponsors cited religious 
vocation as their main reason for establishing a home. Evangelical discourse was 
important in drawing sponsors into areas of philanthropy that required personal 
involvement, commitment, and industry. As Boyd Hilton has observed, giving money 
alone was not sufficient to guarantee salvation; God wanted "your heart, your feelings, 
your time".63 Establishing a convalescent home required just such commitment and 
industry, and in return it provided a practical way for Christians to seek redemption. It 
is noteworthy that the majority of the sponsors of independent home had well-
established credentials of performing charitable works, often with extensive experience 
among London's poor. It was their exposure to the lives of the poor that was frequently 
cited as the impetus which prompted them to establish a home. Typical in this regard 
was Ada who was drawn to establish a children's convalescent home after witnessing 
the 'pitiful life of God's children' and their 'squalid' homes, during her work with the 
Methodist Settlement Mission at Dalston.64 Similarly Agnes Hunt recalled that as a lady 
pupil nurse she witnessed the 'crying need' of children returned to their 'wretched 
homes' and resolved to help them.65  
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 Many histories have been written of the role played by upper- and middle- class 
women working among the urban poor. Their emphasis has tended to be the lives of 
notable women or institutional and vocational histories.66 Very little attention has been 
paid to the lasting effect that such endeavours had on the life course of the multitude 
of anonymous middle-class Victorian and Edwardian women who worked amongst the 
urban poor. Yet, their significant involvement in the establishment of children's 
convalescent homes demonstrates that for many women the organisational training, 
administrative abilities, and increased sense of purpose they acquired were deployed in 
charitable works that had a lasting impact across their life course. 
 The significance of charitable works across a person's life is important when 
considering how philanthropy and religion combined with concepts of civic duty. While 
religious obligation prevented many individuals from ignoring the misery of the poor, it 
was often conflated with a sense of civic duty that emphasized the virtues of public service. 
In 1904, Ada wrote a letter to her friends at the Dalston Mission that provides an insight 
into how the influences of religious and civic duty were knitted together to produce her 
understanding of citizenship.  
 
Our work here progresses well. There is much to be done, but duty points the way. Our 
little convalescents require care and guidance. As women we are placed [to] offer our daily 
care. This work continues to grow and it is through the endeavours of women that we 
make our mark in the lives so so [sic] many of the poor. 67  
 
Historians have emphasised the construction of women's citizenship through their roles in 
local government and through political activism, portraying their charitable work as the 
entry point.68 Yet, Ada, like other sponsors of convalescent home, intrinsically linked 
concepts of rights, responsibilities, duty, and religion to synthesise a concept of full 
citizenship that could be achieved through her charitable work. Thereby, suggesting that 
women’s perception and understanding of their own citizenship was linked to public service 
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that could be fulfilled through charitable work, and did not necessarily require engagement 
in more political forums.  
 
Religious Homes 
Religious bodies were among the first sponsors to establish convalescent homes for 
children. The four religions which established homes were Anglicans, Jews, Quakers, 
and Roman Catholics. Anglican homes were by far the most numerous, accounting for 
75-80% of religious homes across the period of this study. They were predominantly 
administered by Church of England sisterhoods, with the remainder divided between 
various Anglican organisations, such as, the National Sunday School Union. The second 
largest category, accounting for 17-20% of religious homes during the nineteenth and 
twentieth centuries, were homes for Jewish children.69 Typically Jewish homes were 
established with the donation of a wealthy benefactor and then passed to the Jewish 
Board of Guardians to be administered. Quakers established three homes, two of which 
admitted both adults and children. However, unlike other mixed adult and children 
homes, a significant proportion (14-17%) of their patients between 1877 and 1910, 
were children. This was due to the practice by Quakers, who worked amongst London's 
poor, of only referring patients to their own homes.70 The final and smallest category of 
sponsor was the Roman Catholic Church, who only ever had a maximum of two homes, 
both of which were established and administered by Roman Catholic sisterhoods.  
 Characteristically the religious bodies that established homes were already 
involved in the care of poor children, usually in education, welfare or health care. The 
importance of their pre-existing involvement is evident from their motivations for 
establishing homes that were characteristically expressed in both secular and 
theological terms. When the Mother Superior of an Anglican sisterhood wrote in her 
order’s annual report, she framed her decision to establish a children's convalescent 
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Little idea may be conceived of the conditions under which many of the children of the poor 
exist. We are resolved to have a branch home to receive delicate children of the very poorest 
class, when convalescent from illness, or suffering from weakness brought on by starvation and 
other causes. ... Jesus tells us, “No one after lighting a lamp covers it with a vessel, or puts it 
under a basket, but puts it on a stand." Nor, should little children be left to suffer in darkness.71  
 
Archival material from four different religious organisations was examined for this 
thesis. It is noteworthy, that they all made extensive, direct reference to the physical 
suffering of the urban poor when discussing the need to establish a home. Their 
emphasis on children's physical needs suggests that their redemptive objectives, even 
though they were religious organisations, were corporeal as well as spiritual and moral. 
Moreover, the expression of secular objectives in publications for their patrons and 
supporters suggests that these combined objectives resonated with, and were shared 
by, a significant proportion of the readership. This assessment is at odds with historical 
interpretations, such as those of Lydia Murdoch, that stress notions of morality and the 
desire to transform 'street Arabs' as a primary redemptive motivation in the 
establishment of Victorian and Edwardian children's institutional care.72 The impetus 
behind the establishment of children's convalescent homes suggests that such morally-
focused interpretations fail to capture the nuanced motivations of reformers. Instead, it is 
more useful to consider the institutional care of children within a conceptual framework 
that accommodates a variety of purposes and motivations that could at various times be in 
harmony or in tension with each other, and, indeed, with the interests of the recipients of 
reformers' activities.  
However, convalescent homes sponsored by religious organisations were 
undoubtedly sites for the promotion of religious ideals, and possessed a strong impetus for 
spiritual and moral reform. Although none of the archival records examined indicated 
that proselytising was a primary motivation for a religious organisation to establish a 
home, they all required religious observation from their patients. In Christian homes 
this involved daily attendance at church and in some homes, especially those 
administered by nuns, daily scripture lessons were held. Regular prayer was designed 
to influence young minds and develop lifelong habits. Stories of the positive effect of 
exposure to religious messages were shared publicly via a network of religious 
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publications and annual reports. The 1910, annual report for St Mary's convalescent home 
recorded how their newly built chapel was being put to positive use. 
 
That the Chapel does influence the minds of children is no mere flight of fancy. As is our habit all 
have knelt for evening prayers, and every now and again a child has asked "what is that for?" 
Never having heard or seen such a thing as kneeling in prayer. We trust that the lessons these 
poor neglected lambs of Christ's flock learn when they are under our care, are not without good 
effect. Indeed, we know that in some cases they have borne good fruit.73 
 
 The emphasis placed by religious homes on creating lifelong spiritual and moral 
change was more pronounced than with other categories of home, and was both a 
prominent and persistent theme in their daily activities. The provision of spiritual and 
moral guidance through the temporary exposure to scripture has been identified by Thomas 
Laqueur as a central motivation for the early founders of Sunday schools.74 What is 
interesting here, is that two very different religious organisations - in the form of 
convalescent homes and Sunday schools - both believed that lifelong change could be 
achieved through the temporary separation of children from their families. This 
challenges historical assessments that stress institutional policies that severed the 
parent-child relationship in order to affect such moral transformation.75 Moreover, once 
again, it complicates historical analysis that stresses the moral transformation of poor 
children as the primary motivation for institutional care, and suggests that a more nuanced 
analysis of reformer's motivations and practices is required. 
 
Charitable organisations  
The various charitable organisations that established children's convalescent homes all 
had experience of providing care to poor children in London, including: the Shaftesbury 
Society which operated several homes between 1880 and 1960; Dr Barnardo's opened 
a home in Felixstowe in 1886; the Invalid Children's Aid Society opened several homes 
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between 1890 and 1915; The Waifs and Strays Society whose home in Broadstairs 
provided care for their own wards and other needy children; and the British Red Cross 
who opened several children's convalescent homes after the Second World War.  
As with other categories of sponsor, the charities that established homes in the late 
nineteenth and early twentieth centuries asserted the need to provide children with 
physical, spiritual, and moral care.76 However, charities extended the purpose of 
convalescence by conceptualising it as both a means of restoring a child's health and as 
a temporary intervention to promote the long-term welfare of their entire family. An 
example of this can be found in the Waifs and Strays' Society's case notes of four-year-
old Muriel, where a society's welfare officer noted the health of the entire family. 
 
Whole family sick with influenza, and mother sick with rheumatism. This little girl was, on 
the 24th August 1897, admitted to Broadstairs for a stay of about two months. In the hope 
that sea air and nourishing food may give her strength of which she stands so much in 
need .... The Maughan Family are doing their best to maintain their independence and a 
little help like this is most valuable to them.77 
 
 The administrative records of charities and the case notes of individual children 
indicate that this more permissive approach was due to the relationships that charity 
workers fostered with local community agencies, children, and their families. 78 
Historians have explored the economic instability that drove parents to apply for 
children’s temporary admission to care. This type of provision during periods of familial 
hardship has rightly been portrayed as part of a mixed economy of welfare during the 
nineteenth and twentieth centuries.79 It has also been characterised as makeshift and 
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unpopular with institutional staff. This assessment is at odds with the practices of the 
convalescent home sponsored by charities, where children were frequently admitted for 
short periods during times of economic hardship. There is no evidence to suggest that 
charities censured parents for this; rather they recognised that 'a little temporary 
intervention may well render more permanent assistance unnecessary.'80 
 Following the Second World War two surveys of convalescent homes in England 
and Wales published by the Institute of Almoners and the King's Fund, drew attention 
to the acute shortage of convalescent facilities for children.81 The Convalescent 
Committee of the King's Fund was central in encouraging charities to establish new 
homes for children. In doing so, they emphasised the practical needs of children who 
often waited several weeks or even months for a bed to become available in a home. 82 
From 1948, the King's Fund worked directly with charities providing them with practical 
assistance to establish homes. The Fund's 1948, annual report cited a 'representative' 
example of their work, as their suggestion to the British Red Cross Society to establish a 
convalescent home for babies, along with a donation of £10,000 towards the cost of 
the scheme.83 Following this initial donation the King's Fund continued to provide 
advice, administrative assistance, and financial support that extended over many years, 
until the home's eventual closure in 1962.84  
 The motivations of charities for establishing homes remained relatively stable 
across the period of this study, as they continued to emphasise working with families 
and addressing unmet social needs.85 A corollary of which was a gradual change in the 
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type of patients they admitted; with the number of children admitted for purely social 
reasons rather than for treatment of their physical health increasing from the mid-
1950s, until the closure of most home in the 1970s. 
 
Homes affiliated to hospitals 
The growth of children's convalescent homes was closely aligned with developments in 
paediatric medicine and the establishment of children's hospitals. Prior to the mid-
nineteenth century medical consensus was against admitting children to residential 
health care institutions. George Armstrong, the founder of the first dispensary for the 
infant poor in 1772, feared that that taking a sick child away from its parents would 
"break its heart immediately", and, more practically, that children were reservoirs of 
disease that would contaminate other patients.86 This consensus changed dramatically 
during the mid-nineteenth century, and was part of the expansion in child health and 
welfare in Victorian Britain that supported the creation of thirty-one children's 
hospitals between 1852 and 1893, thirteen of which were in London.87  
 A review of the annual reports for seven Children's Hospital indicates that the 
number of inpatients treated by these combined hospitals increased by an average of 
6% per year between 1852 and 1938. As patient demand outstripped supply hospital 
authorities came under constant pressure to discharge patients as soon as possible.88 
However, the credibility, prestige, and financial support afforded to hospitals arose not 
only from the number of patients they treated, but also from their ability to treat 
patients successfully.89 The danger of discharging children before they had fully 
recovered from their illness was well recognised by medical staff. The 1860, Medical 
Officer Report for the Hospital for Sick Children, noted that 'the possibility of obtaining 
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in the homes of the poor those elements so necessary for a child's recovery is bleak.' 90 
Medical reluctance to discharge frail and recovering children to unsuitable housing 
exacerbated the shortage of hospital beds. Consequently, it became increasingly 
important for children's hospitals to be able to discharge their patients to an alternative, 
healthy environment to recuperate; rather than jeopardise their recovery by early 
discharge or allowing them to occupy acute hospital beds.91  
 The benefits of owning a convalescent home extended beyond relieving 
pressure on beds. The 1893, annual report for the East London Hospital for Children 
stressed the therapeutic benefits of the hospital's own medical supervision in a rural 
environment; observing that their convalescent home 'has proved an invaluable acquisition 
to the Hospital. Allowing under our own direction the continuation of our work in the 
country.'92 Corroborating this view, the 1915, annual report for the Evelina Children’s 
Hospital reported that the hospital was at 'a great disadvantage in not having its own 
convalescent home.'93 The need for continued supervision and care of their 
convalescent patients by the hospitals' own medical and nursing staff intensified as 
hospitals offered increasingly complex treatments. Hospital case notes indicate that 
children with complex medical needs often took several months to recover from 
treatments, and required nursing and medical care during this time. The cost of caring 
for a child in hospital was between two and five times more than the cost of care in a 
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convalescent home.94 Most of the acute phase of a child’s recovery took place in 
hospitals, and children were transferred to convalescent homes once they were stable 
and required less specialist care. Thus, by transferring children who required extended 
periods of simple nursing care to their own convalescent home, hospitals were able to 
continue to supervise their patients at a much reduced cost. 
 In addition to utilising their own convalescent homes, children's hospitals 
referred patients who required a period of recuperation, but less supervision, to 
independent, religious, and charity owned homes. The difference in the type of care 
provided by hospital affiliated homes is demonstrated by their financial accounts, 
which reveal a gradual increase in expenditure on medical ancillary items, such as 
medication, inhalations, wound care, dressings, lotions, splints, and crutches between 
1869 and 1960, an increase that was not mirrored by other categories of home. 
However, when compared to the expenditure on medical ancillaries by their parent 
hospital, the expenditure of homes was up to one hundred-fold less. This suggests that 
there was a steep gradient in the level of specialist care provided by different children's 
health care institutions; with hospitals providing the majority of the specialist care, 
next, hospital owned convalescent homes provided a limited amount of specialist care, 
and lastly, little or no specialist care by the remaining categories of convalescent 
homes. This observation will be examined more closely in the next chapter of this 
thesis. 
 The number of children referred for convalescent care between 1852 and 1939, 
increased in direct relation to the number of children admitted to hospital, and by 
1910, London's children's hospitals owned thirteen convalescent homes. Following the 
introduction of the 1948, National Health Service Act all of the homes that had 
previously been sponsored by hospitals were transferred to the State. The National 
Health Service (hereafter NHS) established new homes, most commonly in association 
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with a hospital, and with the aim of providing a specialist service, such as, orthopaedic 
or cardiac convalescence.95 Over time many of these homes changed their therapeutic 
purpose to become country hospitals or rehabilitation units. General convalescence 
was predominately left to the non-transferred homes that entered into contractual 
arrangements with hospital boards. In this respect there was a continuation and 
intensification of the pattern established by hospital sponsored homes in the pre-NHS 
era, whereby, convalescent homes as an overall category acted as a resource to relieve 
pressure on hospital beds; with NHS homes providing some specialist care, and general 
convalescence being left to other providers.  
 
Local Authorities  
In comparison with other categories of sponsor the development of children's 
convalescent care by London's local authorities was slow. Of the forty-three children's 
convalescent homes serving London in 1895, only four were owned and administered 
by local authorities, and these were specifically for the care of Poor Law children. 96  
A review of digitalised medical officer of health annual reports from fifty London health 
districts revealed that prior to 1905, institutional convalescent care for children was 
mentioned only briefly and in relation to recovery from infectious diseases, such as, 
typhoid, cholera, scarlet fever, smallpox, and pertussis.97 After 1905, the benefits of 
convalescent care for children were discussed more frequently, children were 
increasingly referred to convalescent homes to recover from chronic illness, and from 
 
95 'Tadworth Court (House Ward) Admissions Register', 1946-1959, GOS/9/2/5, Great Ormond Street Hospital 
for Children Archives; 'Memories of Tadworth Court', GOS/11/18/6, Great Ormond Street Hospital for Children 
Archives; 'Correspondence concerning allocation of beds at Tadworth to individual consultants/specialisms', 
1958-1965, TC/1/8, Great Ormond Street Hospital for Children Archives; Pamphlet, 'Banstead Woods’, 1935, 
RLHEL/A/16/1, Royal London Hospital Archives; 'Queen Elizabeth Hospital Group, Hospital Management 
Committee', 1948-1960, RLHQE/A/3/1-7, Royal London Hospital Archives.  
96 The provision of convalescent home places for Poor Law children was insufficient to meet demand, 
and, more typically, children requiring convalescences were cared for on adult female wards in 
workhouse infirmaries. In 1896, in an attempt to remove children from workhouse infirmaries, the 
responsibility of caring for Poor Law children requiring convalescence was transferred to the 
Metropolitan Asylums Board, but provision remained inadequate, see:  Gwendolyn Ayres, England's First 
State Hospitals and the Metropolitan Asylum's Board, 1867 – 1930 (London, 1971). 
97 Graham Mooney has drawn attention to the role of isolation hospitals in the care of individuals with 
infectious diseases. However, isolation hospitals served a distinct purpose from convalescent homes, that only 
cared for individuals once they had passed the infectious stage of their illness. Graham Mooney, Intrusive 
Interventions: Public Health, Domestic Space, and Infectious Disease Surveillance in England, 1840-1914 




1910, newly appointed school medical officers played a significant role in identifying 
and referring children to convalescent homes.  
 The provision of convalescence by local authorities was prompted by national 
discourse that fused concerns relating to the degeneration of the nation with a need for 
preventative health care. These concerns came to prominence following the 1904, 
Report of the Inter-Departmental Committee on Physical Deterioration , and again three 
years later after the 1907, Education (Administrative Provisions) Act which introduced 
mandatory medical inspections for school children.98 The former drew attention to the 
poor physical condition of large sections of the urban poor, while the lat ter created 
measures to deal with the ill health of school children.99 Within this climate of national 
concern, the health of children became politicised, and convalescence was re-
conceptualized as a means of maintaining the nation's health. It is not, therefore, 
surprising that although ideas of moral improvement were present, the emphasis of 
local authority sponsored convalescence was increasingly focused on the promotion of 
children's physical health. For instance, the Chairman of Saint Andrew's, local authority 
home, observed that 'the positive benefits received from proper routine, good food, 
sunshine and sea air proves that even a short respite from bleak surroundings can help 
these neglected and stunted saplings grow into mighty oaks'.100 The use of a 'mighty 
oak' as a metaphor is particularly revealing, as it encapsulates ideas of both physical 
and moral strength embodied within a particular ideal of Englishness.  
 
98 Report of the Inter-Departmental Committee on Physical Deterioration, pp. 156-158. Appalling levels of 
working-class ill-health had been revealed during the Boar Wars when one third of the men who volunteered 
failed to pass the army fitness test. The severity of the problem was highlighted by the 1904, report by the 
Inter-Departmental Committee on Physical Deterioration. Medical experts testified that a substantial 
percentage of the male working-class population were: physically weak, small in stature, malnourished, had 
decayed teeth, poor eyesight, and suffered from a high incidence of venereal disease and tuberculosis. They 
specifically noted that the problems they highlighted were restricted to the labouring class and were 
associated with poverty related social conditions. In response to these observations the Committee 
recommend: medical inspections of children in school, free school meals for the very poor, and training in 
mother craft. For a discussion of the Report's findings, see: Simon Szreter, Fertility, Class and Gender in Britain 
1860-1940 (Cambridge, 1996), pp. 182–237. 
99 For medical inspection of school children, see: Bernard Harris, The Health of School Children: A History of the 
School Medical Service in England and Wales (Buckingham, 1995). For a discussion of the National Efficiency 
crisis responses, see: Davin, ‘Imperialism and Motherhood’, pp. 9-69; Szreter, Fertility, Class and Gender, pp. 
182-237.  
100 Letter from Chairman of St Andrew’s Convalescent Home, 'Management Sub-Committee Book, 1', 1931, 




 The belief that children were born with an inherent potential was used to 
support the provision of institutional convalescence for the children of Hackney. The 
Hackney Metropolitan Public Health Committee observed that 'every child starts in life 
with a definite capital of vitality, which is continuously used. It cannot be added to, but it 
can be, and is generally, wasted by ignorance of hygiene, by disease, and by insanitary 
surroundings.'101 The representation of child health as capital that could be wasted by some 
environments and conserved by others was closely aligned with official beliefs that 
condemned working-class women as being ignorant of child care, household affairs, 
hygiene, and nutrition.102 Careless parenting was viewed as a particular danger to the 
recovery of convalescent children. The Medical Officer of Health for Bethnal Green 
noted that 'parents were not sufficiently careful to protect the convalescent child', and 
risked the long term health of their children.103 Local authorities placed more emphasis 
on the detrimental influence of inadequate parenting and the concomitant need for 
convalescence than other categories of sponsor. But like other categories of sponsor, 
they believed that following a serious illness children's long-term health could be 
protected by their temporary removal to convalescent homes; then, having been 
returned to full health, they could once again withstand their poor home environment. 
This supports the observation made earlier in this chapter that challenges historical 
interpretations emphasising a desire to permanently separate children from their 
families, even when familial homes were viewed as deficient. What is more, it indicates 
 
101 Memorandum, 'Hackney Metropolitan Public Health Committee Minute Book', 1912, H/P/13, Hackney 
Archives.  
102 For contemporary views of working-class parenting, see: J.W., Byers, ‘Introductory Remarks by the 
President on Puerperal Fever, Uterine Cancer, And The Falling Birth-Rate’, British Medical Journal, 2 (1901), 
pp. 942-943; Newman, Infant Mortality: A Social Problem; Kanthack, The Preservation Of Infant Life; T., N. 
Kelynack, Infancy (London, 1910); Janet MacMillan, Infant Health: A Manual for District Visitors, Nurses and 
Mothers (London, 1915); O. Hall, Manual for Health Visitors, School Nurses, and Teachers of Hygiene (London, 
1916); Sir Arthur Whitelegge and Sir George Newman, Hygiene and Public Health (London, 1917); H.C. 
Rutherford Darling, Elementary Hygiene for Nurses: A Handbook for Nurses and Others (London, 1929). For 
secondary sources, see: Roberts, The Classic Slum, p. 108; Anna Davin ‘Imperialism and Motherhood’, pp. 9-6; 
Lewis, The Politics of Motherhood: Child and Maternal Welfare in England; Marland, ‘A Pioneer in Infant 
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Marks, Metropolitan Maternity, pp. 90-91; Lucinda McCray Beier, For Their Own Good: The Transformation of 
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a willingness by the State to assume a form of temporary parental responsibility for a 
child's welfare in the interest of the Nation's health.104  
 State intervention in children's health through health care and welfare schemes 
occupies a well-established position within historical literature that has been treated as 
being distinct from the mainly voluntary provision of children's residential health care. 
However, the increasing importance attributed to convalescence by local authorities as 
both a preventative and restorative treatment suggests that there was a more 
permeable approach to health and welfare provision than has hitherto been 
recognised. Indeed, local authority programmes of children's convalescence were 
facilitated by the 1929, Local Government Act permitting them to fund convalescence 
for needy, non-Poor Law school children. Following the introduction of the Act the 
average number of children referred by local authorities for convalescence increased 
by 50%.105 Despite this, most authorities chose not to operate their own institutions, 
preferring to enter into contractual arrangements with other providers, including, 
independent, religious, and charitable homes. In the decades following the Second 
World War local authority administered homes accounted for the smallest number of 
convalescent homes, but, conversely, the majority of children in independent,  religious, 
and charity homes were funded by their local authorities. A review of the admission 
statistics of 10 homes between 1950 and 1960, demonstrated that at least 75% and up 
to 91% of their patients were funded by London and Middlesex County Councils.106 This 
 
104 The Annual Report of the Queen's Elizabeth Hospital for Children, 1923, describes the role of their home in 
creating future citizens as: 'It gives children from the crowded streets of London a new view of life. Life from 
the harsh word, the shouted invective, the sudden blow, the confusion and dirt of many poor homes are 
abolished, and all is kindness and courtesy, order and cleanliness. It is thus educating the children in the truest 
sense of the word, and as an incident to its works of healing, it is helping to give moral as well as physical 
fitness to future citizens'; 'Queen Elizabeth Hospital for Children, Annual Reports', 1923, RLHQE/A/7/16. 
105 Figures based on analysis by this author of 646 digitalised medical officer of health annual reports from 
12 London, retrieved from: https://wellcomelibrary.org/moh/, last accessed 11/11/2018.  
106 Miscellaneous Documents, 'Community of St John Baptist', 1947-1970, D/EX1675, Berkshire Record Office; 
Correspondence, 'Beaconsfield Convalescent Home, The King Edwards Hospital Fund for London', 1946-1962, 
A/KE/724/025; Correspondence, 'Brooklyn Convalescent Home, The King Edwards Hospital Fund for London', 
1948-1951, A/KE/724/18, London Metropolitan Archives; Correspondence, ‘Beech Hill Children’s Convalescent 
Home, The King Edwards Hospital Fund for London’, 1952-1957, A/KE/724/9; Correspondence, 'Brentwood 
Convalescent Home, The King Edwards Hospital Fund for London', 1954-1956, A/KE/724/12, London 
Metropolitan Archives; Children's Officer Correspondence, 'Collington Manor Convalescent home', 1947-1965, 
MCC/CH/CO/01/017, London Metropolitan Archives; Visitors Report, 'Winifred House Children's Convalescent 




represents a significant and continuing transfer of funds from government to the 
voluntary sector long after the creation of the NHS.  
 Although the increased availability of local government finances provided more 
opportunities for all categories of homes to apply for funds, it also meant that they were 
obliged to undertake care which met the criteria of the funding local authority. MOHs in 
particular had specific ideas about the benefits of convalescence, and they used their 
power as funders to direct the activities of homes and the type of patients they 
admitted. The majority of MOH referrals were for early intervention and prevention of 
disease progression, rather than recovery from serious illness. These children were 
admitted for shorter periods of between two and four weeks.107 The change in 
admission practices demonstrates how various providers and funders, despite their 
differing motivations and priorities for the provision of children's convalescence, 
worked together to provide a comprehensive system of care; suggesting not only a 
plurality of provision, but also a flexibility of beliefs. Moreover, this flexibility was an 
enduring approach to the provision of convalescence that was observable through the 
referral practices and funding policies of local authorities from the late nineteenth-to 
the mid-twentieth century. 
 
Fundraising 
The charitable support of children's convalescent homes was not restricted to the six main 
categories of sponsor. Each category of home was sustained to various degrees by a mass of 
fundraising activities that channelled money from a broad base of organisations and 
individuals towards the maintenance of homes. Most homes sought to defray as much of 
their costs as possible through their fundraising activities. Children’s convalescent homes 
were not alone in attempting to secure donations. Prochaska has noted that the pressure to 
make charitable contributions was unrelenting, 'it came from the pulpit and the platform, 
the reports and pamphlets of the charity societies, the numerous family and women's 
magazines'.108 In the face of such competition, fundraising was too important a component 
of a home's financial stability to be left to casual donations and chance. For this reason, 
 
107 Figures based on analysis by this author of 646 digitalised medical officer of health annual reports from 
12 London, retrieved from: https://wellcomelibrary.org/moh/, last accessed 11/11/2018. 




special committees were responsible for coordinating all matters relating to fundraising on 
a day-to-day basis. These committees were composed predominately of women recruited 
from London society, and from prominent members of the local communities in which 
homes were situated. Homes aimed to attract philanthropy through a variety of channels, 
and the combination of central and local participation in committees was a means of 
gaining support and securing efforts across different geographic locales and communities.  
 Donations, subscriptions, and legacies were the traditional ways to collect money 
from the benevolent public, but these types of donation could fluctuate from year to year; 
and to ensure a consistent stream of funds, fundraising went far beyond passively waiting 
for donations. Convalescent homes affiliated to hospitals, religious institutions, and 
charities drew on their parent organisation's vast moneymaking experience and with great 
originality they adapted their fundraising campaigns to reflect the unique character, appeal, 
and therapeutic purpose of their homes. In doing so, they targeted new groups of potential 
donors, careful not to cannibalise the revenue streams of their parent organisations.109 In 
particular, imagery was used with increasing guile. From the 1920s, homes moved away 
from their earlier practice of solely depicting their patients in a clinical setting. Instead, they 
showed children in their urban environment, often contrasting it with an idealised depiction 
of the rural convalescent home. An example of this imagery was the double page appeal in 
The Times that juxtaposed harsh photographs of children in the ‘dirt and noise’ of East 
London with an idealised representation of the ‘space and sunshine’ of Surrey (Figure 2.2).  
 
 
109 'East London Hospital and Dispensary for Women, Convalescent Home Committee Minutes', 1896-1904, 
RLHEL/A/6/2, Royal London Hospital Archives; 'East London Hospital and Dispensary for Women, Annual 




     
 
  
 The main purpose of mass publicity was to announce a home's financial needs and 
launch public appeals for a specific project. Special appeals of this type were highly 
effective, but they could also be very costly to mount.110 Consequently, large advertising 
campaigns were not routinely undertaken to support the day-to-day running of homes, 
instead fundraising committees were eager to build up a large body of regular subscribers. 
In particular, wealthy subscribers were a lifeline for many homes. In gaining their support 
homes constantly sought to innovate, developing ever more sophistication and displaying a 
sense of design. One particularly innovative idea was the Coaxing Book that was designed to 
appeal to both adults and children. Enclosed within an attractive envelope, the twenty-page 
booklet contained a range of appealing photographs, articles, stories, letters, and a ‘surprise 
gift’ for children.111 Less of a surprise to the adult readers would have been the booklet's 
intention, which took its name from a poem featured prominently within its pages. The 
 
110 'Queen Elizabeth Hospital for Children, Accounts and Statistics, Management Committee', 1938-1939, 
RLHQE/F/1/14, Royal London Hospital Archives; 'Queen Elizabeth Hospital for Children, Annual Reports', 1948, 
RLHQE/A/7/46. 
111 The Coaxing Book, 'Queen Elizabeth Hospital for Children, Annual Reports', 1923, RLHQE/A/7/16. 





Coaxing Poem's direct appeal for funds extended the traditional rhetoric of fundraising 
vocabulary to emulate contemporary advertising jingles.112 
 
For Little folks 
Whose joys are few, 
I want to coax a cheque from you. 
 
For Little folks 
Who've had the 'flu, 
I want to coax  
A cheque from you. 
 
For little folks 
Made weak by pneu, 
I want to coax 
a cheque from you. 
 
For Little folks 
With limbs askew, 
I want to coax 
   a cheque from you. 113 
 
 
                
 
 
112 For a discussion of advertising, see: Sabine Gieszinger, The History of Advertising Language: The 
advertisements in the Times from 1788 to 1996 (Oxford, 2001); Juliann Sivilka, Soap, Sex, and Cigarettes: A 
Cultural History of American Advertising (Boston, 2012), pp. 39-115, 117-163.  
113 The Coaxing Book, ‘Queen Elizabeth Hospital for Children, Annual Reports', RLHQE/A/7/16. 





 Cheques were coaxed from wealthy donors in a variety of ways, one of the most 
popular and ingenious method was to encourage donors to sponsor a specific cot. This form 
of sponsorship was particularly attractive to fundraisers because it provided regular, large 
donations that usually continued for several years. In return for a sum of money, sponsors 
were allowed to place a plaque above 'their' cot. It was common for cots to be named in 
memory of deceased relatives, especially children. This was the case for the Laura Partridge 
Cot that was 'named in her loving memory' by her family, who supported the cot for over 
ten years.114 Donors were encouraged to develop close ties with their cots by making 
regular visits to see it and its incumbent patient. They were also provided with regular 
summaries of all the patients who had used the cot, including the children's name, age, 




Figure 2. 4 The Brocklesby Sunday School Girls and District Cot at the Little Folks Home, 1923.116 
 
114 Letters from Partridge family, 'Queen Elizabeth Hospital for Children, Commemorative Cots', 1911-1934, 
RLHQE/F/5/8, Royal London Hospital Archives; 'Queen Elizabeth Hospital for Children, Commemorative Cots, 
1890-1945, RLHQE/F/5/5-8', Royal London Hospital Archives. 
115 Stacie Burke has described a similar practice of encouraging a personal relationship between donors and 
'their' cots in Canadian TB sanatoria: Stacie Burke, Building Resistance: Children. Tuberculosis, and the Toronto 
Sanatorium (Montreal, 2018), pp. 100-104.  




The personalisation of cots and the relationships that donors developed with their 
cot was an important mechanism for ensuring continued support. The chairman of the 
Reckitt Convalescent Home noted that 'it is essential that sponsors know of the children 
who rest in their cots, if we wish to sustain their generosity.'117 Fundraising committees 
recognised that personal involvement not only ensured that a donor's commitment did not 
wane; it was also an effective means of encouraging individuals to increase their 
contributions. Efforts to increase donations from existing subscribers were augmented by 
the use of emotive imagery. Sponsors were provided with stationery embellished with a 
photograph of their cot complete with its commemorative plaque, a sick child, and a 
pristine nurse in close attendance. Home administrators were aware that the power of this 
technique was tempered by aesthetics. The Chairman of the Management Committee of 
the Little Folks Home advised that they used an 'attractive looking child' in their fundraising 
material, as this would be more successful in securing donation.118  
 The cost of sponsoring a cot varied depending on length of subscription and the 
generosity of individual donors. On average, a minimum annual subscription was £30, a 
lifetime sponsorship was at least £300, and naming a cot in perpetuity was £500. It is 
noteworthy that the cost of endowing a cot in a convalescent home was considerably less 
than the cost in a hospital.119 This disparity reflects a wider trend in the size of donations 
given to convalescent homes that were generally significantly less than those given to 
children's hospitals, and in general, homes did not enjoy the great bequests that benefited 
hospitals. The convalescent home funds for the Hospital for Sick Children, Great Ormond 
Street, the Evelina Children's Hospital, East London Hospital for Children, and Queen 
Elizabeth's Hospital all received an average of 90% less per annum than the main hospital 
funds for the same hospitals. 
 The smaller sums donated to convalescent homes may be associated with their 
predominately female base of donors that accounted for 70-90% of individual donations 
 
117 Memorandum, 'Reckitt Convalescent Home, Registry files', 1912, H33/RN/A/32/66, London Metropolitan 
Archives. 
118 'Little Folk's Home, Committee Minute Book', 1911-1927, RLHQE/A/4/61, The Royal London Hospital 
Archives.  
119 The minimum annual subscription of a cot in children's hospital was £50, a lifetime sponsorship was £500, 





across the period, compared to 30-40% of hospital donors.120 The prevalence of female 
donors reflects the greater involvement of women in the management of convalescent 
homes, and draws attention to an additional component of their motivation to sponsor a 
home. As previously shown, philanthropic and religious intent were significant motivational 
forces for women's involvement, but they also benefited from charitable attachments that 
provided them with respectability and an opportunity for public displays of wealth. Viewed 
from this vantage point, donating to a convalescent home was especially attractive to 
women, as the generally smaller donations received by homes meant that even a modest 
donation would make an individual a prominent donor.  
 The appeal of children's convalescent homes to subaltern groups is further apparent 
in their relationships with child donors. Children, particularly those of with wealthy parents, 
were a foci of fundraising activities. Once again, homes demonstrated their ingenuity by 
appealing to children directly through the medium of print. As with other forms of 
fundraising the utilisation of print was often highly organised and employed sophisticated 
marketing techniques. For instance, the inclusion of a surprise gift for children in the 
Coaxing Book was likely designed to encourage children to pressure their parents to 
support the convalescent home. Print was also used as a medium to address children 
directly and raise funds without the mediation of their parents. One of the most skilled 
examples of this was the Little Folks Home, which was supported by Cassel Publishing, and 
took its name from their monthly children’s magazine, Little Folks: The Magazine for Boys 
and Girls. Via the magazine the home addressed its young readers directly, eliciting 
donations with stories of sick children, informing readers how their donations were used, 
and suggesting new ways that children could raise funds. Although other homes did not 
have their own magazines, many took the opportunity to appeal directly to children 
through designated children's columns in their general newsletters, and annual reports. 
These columns encouraged children to engage in fundraising activities and then write 
letters with accounts of their success. It seems likely that this closed loop approach aimed 
 
120 Figures from combined data drawn from annual reports of: 'Annual Report of the Hospital for Sick Children, 
Great Ormond Street', 1860-1930; 'Queen Elizabeth Hospital for Children, Annual Reports', 1868-1949, 
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to increase fundraising activities by encouraging competition between readers, who wished 
to be recognised by a wide audience for their endeavours. 
 Siân Pooley has described the importance of children's correspondence with 
newspapers as a medium through which they were able to exert agency; and construct 
cultural and social identities.121 However, it is important to recognise that the young 
correspondents’ exertion of agency was often confined within a sphere constructed by 
expectations of their normative behaviour. This construction is apparent in the modes of 
expression deployed by convalescent homes and children. Typical in this regard was a letter 
from Olive Biddlecombe who wrote to the 'Sunshine Lady' column of the Little Folks 
magazine informing her that she was selling 'some very sweet Book-markers ... in aid of the 
Daffodil Cot'.122 Encouraging children to communicate through the intermediary of the 
Sunshine Lady, personalised the relationship between child-donors and adult-charities. 
Moreover, the use of a childlike pen name served to diminish the distance and authority 
between the institutional setting and the child, engendering feelings of affection and warmth 
while maintaining children within a childlike sphere of influence. In much the same way, 
columnists frequently used family nouns as nom de plumes when addressing child donors, 
this allowed children to act out their agency with socially recognisable and acceptable roles 
to act as their guide and as a constraint.  
 Although wealthy donors and their children were the foci of fundraising activities, a 
large number of the supporters were not from wealthy families. In keeping with a voluntary 
sector ethos that was determined to raise money from rich and poor alike, fundraising 
committees laid particular stress on the development of mass contributions as a source of 
funding, believing that it demonstrated self-help and active citizenship amongst the poor. 
Funds were raised from parents through collection boxes in hospital outpatient 
departments. These boxes were filled with small donations given by the parents of children 
who were patients of the hospitals, suggesting that parents recognised the benefit of 
institutional convalescent care for children. The contributions made in collection boxes 
 
121 Siân Pooley, 'Children’s Writing and the Popular Press in England, 1876–1914', History Workshop Journal, 
80 (2015), pp. 75-98; Siân Pooley, "Leagues of Love" and Column Comrades": Children's Responses to War in 
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were usually pennies, but the amounts collected were significant, accounting for an average 
of 10% of the donations given to hospital affiliated homes.123  
 Other small donations were given to homes by parents who felt indebted for the 
care their children received. This was the case for Mr W. G. who in 1913, wrote to the Little 
Folks Home thanking them for the 'extreme kindness shown to our dear little girl', and 
promising to 'endeavour to let you [the Little Folks Home] have some money every 
week.'124 Other parents organised their work colleagues to make larger donations. Mrs 
Agnes Varley's daughter was a patient at the Reckitt Convalescent Home in 1910, 
recovering from pneumonia. After her daughter's discharge, Mrs Varley and her co-workers 
at the Wheat Sheaf Mill, Mill Wall Dock, donated £19 8s, to the home as a 'sign of their 
gratitude'.125 The support of children's convalescent homes by working-class parents 
and communities, disrupts the standard picture of the poor as passive recipients of 
charity, and suggests that self-help and community giving was not only an expression of 
separate working-class mutualism; but that it was also a way in which they could also 
engage with middle-class-initiated voluntary institutions.  
 Benevolence took many forms. Donations were not limited to money, and support 
was often given in the form of goods and produce. A list of the gifts received by the Little 
Folks Home in 1909, demonstrates the disparate nature of these donations which included: 
350 Christmas gifts, 151 newly laid eggs, 98 gifts of clothing and bed linen, 52 gifts of cards, 
pictures, scrapbooks and reading books, 36 gifts of toys and dolls, 24 skinned rabbits, 18 
laying hens, 4 seed, plum and sponge cakes, 2 sacks of potatoes, 2 fruit trees, and 1 pony. 
The practice of donating goods was popular across the period of study, and it seems likely 
that the donated items were perceived to be those that children lacked prior to their 
admission. As such, they reveal donors’ understanding of children's needs and the 
circumstances of their familial homes. It is not, therefore, surprising that many of the 
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donations were didactic in the form of cards, pictures, scrapbooks, and reading books or 
they were practical gifts of clothing, bedding, and food. Whereas, the donation of less 
practical items in the form of toys and Christmas gifts draws attention, once again, to the 
sentimentalisation of childhood.   
 Homes solicited gifts through their various publications, often trying to influence the 
types of gifts given with stories of joy at receiving particular items; the wonderment of 
watching donated trees planted; or, conversely, the distress caused by the lack of a 
particular item - shoes were always in demand. The extent to which such public requests 
were effective is difficult to assess, but the frequency and commonality of their use 
suggests that they were very effective, if rarely producing a sufficiency of the wanted items. 
At the same time, homes used their other fundraising activities to solicit gifts and donations 
from their local communities. They deployed a diverse range of activities that were 
designed to stimulate charity and to make giving an enjoyable activity.126 Seasonal fetes 
around Easter, summer, harvest, and Christmas were common occurrences that, in 
conjunction with ad hoc events, such as, raffles, whist drives, and pound days (in which 
pound weights of donated unwanted produce were sold to the public), were specifically 
designed to provide donors with a pleasurable experience, and enabled them to have 
something to show for their benevolence. All of which were thought likely to attract people 
and encourage their participation. 
 Thus, homes used a variety of mechanisms to secure donations that were constantly 
evolving and innovating. Philanthropy was not a simple phenomenon, and the motivations 
for establishing and sponsoring a children's convalescent home varied between individuals, 
organisations and over time. Moreover, as the motivations of sponsors evolved, so did the 
provision of children's convalescent homes; resulting in cycles of expansion and contraction 
across the period of this study.  
 
Growth patterns 
To gain an understanding of the general growth pattern of children's convalescent 
homes and the specific growth patterns of homes according to sponsorship type, data 
was drawn from a number of annually produced directories, contemporary reports, 
 




publications, and census enumerator returns (Figure 1.1). Directories and registers 
were sampled at five-year intervals between 1845 and 1970, and their data transcribed 
into an Excel database. This facilitated an interrogation of data according to a variety of 
parameters, including: the dates that homes opened and closed, sponsorship type, 
sponsor interest, average duration of stay, number of beds, patient type, cost per 
patient, and the number of patients admitted per annum.   
 The extent to which changes in the number and capacity of homes reflected a  
genuine increase in the provision of convalescent care per head of population under 
fourteen years of age, or was simply an artefact of an increasing population, was 
assessed by comparing the number of children living in London with the number of 
children-only convalescent home beds serving the capital. Figure 2.5. demonstrates 
that the provision of convalescent beds per head of population steadily increased 
between 1861 and 1961, indicating an increase of convalescent provision in real terms.   
 When considering the total number of homes that provided institutional 
convalescence for children, it is possible to discern three clear cycles of expansion and 
contraction across the period covered by this research (Figure 2.6.). In addition to these 
three general cycles there were distinct differences between various categories of homes. 
Notably, the growth cycles of mixed homes, providing care for adults and children, varied 
compared to the growth cycles of children-only homes. Differences were further 
observable in the development phases of homes according to sponsorship type (Figure 
2.7.). Accordingly, the following paragraphs begin by exploring each growth cycle in 
turn, incorporating an examination of the development of mixed homes compared to 
the development of children-only homes. This is followed by an analysis of 
convalescent home development according to sponsorship type, size of home, and, 
where data was available, the number of patients treated per annum. The examination 
of growth patterns chronologically and thematically revealed a complex picture of 
institutional growth and decline, which reflected changes in wider social institutions 









London ages 0-14 years 
Number of beds in 
children-only homes 
Number of beds per population 
of London under 14 years 
1861 917,901 130 0.0001 
1871 1,082,023 260 0.0002 
1881 1,282,895 1,011 0.0008 
1891 1,372,707 1,627 0.0012 
1901 1,357,874 1,999 0.0015 
1911 1,303,033 2,423 0.0019 
1921 1,128,256 2,362 0.0021 
1931 977,021 2,525 0.0026 
1951 654,535 3,128 0.0048 
1961 621,820 3,366 0.0054 
 
   Figure 2.5. Provision of convalescent care per head of population under eleven years in London. 127 
 
    
Figure 2.6. Total number of convalescent homes in existence that admitted children, 1840-1870. 
 
127 Data compiled by author using population data from the Office of National Statics website and data 
extracted from aforementioned survey of annually produced directories. https://www.ons.gov.uk, last 
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     Figure 2.7. Homes that only admitted children by sponsorship type, 1850-1970. 
 
First cycle of expansion and contraction 
During the first cycle of expansion and contraction the overall number of convalescent 
homes providing care for metropolitan children had a sustained period of growth 
between 1845 and 1910, during which the total number of homes grew from 2 to 
108.128 The number of homes declined with the outbreak of the First World War, when, 
like adult-only homes, many were closed due to a lack of medical and nursing staff or 
were commandeered for the care of wounded soldiers. During this first cycle of 
expansion and contraction the group of homes that admitted adults and children 
experienced sustained growth from 1845 to 1890. The years between 1865 and 1880, 
represent the most rapid growth when 36 new homes opened. This period of expansion 
coincided with a wider trend in adult convalescent care that Elizabeth Gardiner has 
associated with cholera and smallpox epidemics in London, and a growing awareness of 
the lives of the poor.129  
 
128 For the purpose of clarity in the sections of this thesis that explore the growth cycles and decline of 
convalescent homes, all numbers have been given as figures. Outside of these sections the convention of 
writing out numbers up to 100 has been employed. 














 After 1880, the growth of mixed homes slowed significantly, and only 7 new 
homes were established during the next 25 years. Between 1905 and 1910, there was a 
small decline in numbers, when 4 homes stopped admitting children and became adult-
only homes. A review of the annual reports, admission registers and census 
enumerator returns for mixed homes indicates that the number of children they 
admitted fell moderately each year from 1870, until the beginning of 1914, and then 
declined rapidly from the beginning of the First World War. In addition, a random 
sample of 200 sets of hospital case notes, sampled at 5 year intervals between 1870 
and 1910, from the Hospital for Sick Children, Great Ormond Street, the East London 
Hospital and Dispensary for Women, and the Queen Elizabeth Hospital for children 
revealed that medical staff increasingly, preferentially referred patients to children-
only convalescent homes.130 This suggests that the decline in the number of mixed 
homes was due, at least in part, to a reduction in the referrals of children, particularly 
from hospitals. 
 In comparison, the group of convalescent homes that only admitted children 
experienced a slightly delayed but longer phase of expansion from 1850 to 1910. The 
first children-only home opened in 1850, and their numbers only increased slightly to  7 
by 1870. The period between 1875 and 1910, exhibited the most significant period of 
growth when 49 new homes were opened, bringing the total number of children-only 
homes to 56. Although this coincides broadly with the growth pattern of mixed homes, 
it is noteworthy that it does not match exactly, nor does it correspond as closely with 
the epidemic years, indicating that there were additional reasons for the rapid growth 
in children's convalescent homes.131 Significantly, this period of rapid expansion 
corresponds with the growth of children's hospitals in London, and a growing interest 
in infant and child health.132  
 
130 Case notes for Great Ormond Street Hospital retrieved from: http://www.hharp.org/, last accessed 15th 
October 2016; ‘East London Hospital and Dispensary for Women, Patient Case Notes’, 1893-1900, 
RLHEL/M/4/1, Royal London Hospital Archives; ‘Queen Elizabeth Hospital for Children, patient case notes’, 
1910, RLHQE/M/11, The Royal London Hospital Archives. 
131 For a discussion of cholera and smallpox epidemics in London, see: Anne Hardy, 'Smallpox in London: 
Factors in the decline of the disease in the nineteenth century', Medical History, 27 (1983), pp. 11-138; Anne 
Hardy, 'Water and the Search for Public Health in London in the Eighteenth and Nineteenth Centuries’, 
Medical History, 28 (1984), pp. 250-282; Anne Hardy, 'Urban Famine or Victorian Crisis? Typhus in the 
Victorian City', Medical History, 32 (1988), pp. 401-425. 
132 For growth of children's hospitals in London, see: Kosky, Queen Elizabeth Hospital for Children, p. 136; 




 Although slower to develop, the number of children-only homes soon exceeded 
the number of mixed homes. In the years between 1840 and 1905, mixed homes were 
in the majority; however, from 1865, the proportion of children-only homes 
continuously increased until they surpassed the number of mixed homes in 1910. The 
increasing proportion of children-only homes is a significant occurrence, as it indicates 
a growing preference to care for children in explicitly children-only spaces. Moreover, 
from 1870, 60% of the sponsors of children-only homes were involved in other forms of 
enterprise that were associated specifically with children, such as, hospitals , charities 
or religious orders.133 The increasing separation of adult and child spheres of 
institutional healthcare from 1865, onwards occurred just prior to the introduction of 
compulsory elementary education. This demonstrates the connection of child health, 
welfare, and education programmes; and suggests the advent of a generalised socio-
political concurrence of an ideological, temporal, and spatial separation of childhood from 
adulthood. 
  This observation coincides with the ‘sacralisation’ of American children described by 
Zelizer.134 However, the slow growth of children's institutional convalescence from the 
1850s, demonstrates that the child welfare reforms of the late nineteenth century were 
part of a continuum of reforming activity that had begun at least two decades earlier. 
Children's institutional convalescent care is a good barometer of early change, as, unlike 
legislative reform which may have taken several decades to achieve, it was relatively 
straightforward for an existing convalescent home to change its purpose and decide to 
admit children; and likewise, an individual or institution could establish a convalescent 
home with relative ease. Indeed, one independent sponsor noted that 'starting a cottage 
 
1900', pp. 135-161; Michelle Higgs, Life in the Victorian Hospital (Stroud, 2009), pp. 24-28. For a discussion of 
increased interest in child health in primary sources, see: Health Visitor Paul, , 'Oral History Collection', T/118; 
Report of the Inter-Departmental Committee on Physical Deterioration; Newman, Infant Mortality: A Social 
Problem; Newman, The Health of the State; Kanthack, The Preservation Of Infant Life; Byers, ‘Introductory 
Remarks by the President on Puerperal Fever, pp. 942-943; Manwood and Walford, Handbook for Infant 
Health Workers (London, 1914); Carnegie Trust, Report on Maternal and Child Welfare; Ashby, Infant 
Mortality; Newsholme Vital Statistics. For a discussion in secondary sources, see: Armstrong, ‘The Invention of 
Infant Mortality’, pp. 211–232; Dwork, ‘The Milk Option an Aspect of the History of the Infant Welfare 
Movement in England 1898-1908’, pp. 51-69; Fildes, Marks and Marland, Women and Children First; Marks, 
Metropolitan Maternity. 
133 Low's Handbook to the Charities of London (1850-1884); Burdett’s Hospital and Charities Directory (1894-
1930); The Hospital’s Year Book (1935-1967); The King's Fund Directory of Convalescent Homes Serving Greater 
London (1950-1970). 




convalescent home for little children ... could not be too difficult or too expensive'.135 Thus, 
the establishment pattern of children's convalescent homes demonstrates the shifting of 
ideas that was not manifest in other social institutions until the 1870s. As such, a 
sentimental construction of childhood in England predates historical narratives that 
emphasise larger State sponsored developments in the late nineteenth century and early 
twentieth century. Yet, to suggest that there was a generalised sentimentalisation of 
childhood would be misleading, as previously discussed, working-class children were 
represented either as victims or with a sense of naiveté by convalescent homes. This 
representation worked to restore them to a state of sentimental innocence that was worthy 
of charitable intervention. 
 Between 1850 and 1915, 41% of all children-only homes were independently 
operated, making them numerically the largest sponsorship group. However, many of 
the independent homes that were established during the first cycle of expansion and 
contraction were sponsored by individuals; and these homes tended to be small, some 
with as few as 4 beds, and as a result they only provided 28% of total bed capacity. 
Homes affiliated to hospitals accounted for 25% of all homes, and with an average 
number of 37 beds they provided 22% of capacity. There were fewer homes affiliated 
to religious organisations, 19% of children-only homes, but they had the highest 
number of beds across all of the sponsorship groups (74 on average), and hence, 
provided 34% of all beds. Only 10% of homes were affiliated to charitable 
organisations, and with an average of 32 beds each, were responsible for 8% of bed 
provision. Local authority homes accounted for just 5% of homes and, with an average 
of 70 beds, provided 8% of capacity during the first cycle.  
 Regardless of sponsorship type, all of the homes that only admitted children 
grew or remained stable until the First World War, when as an overall group they 
declined by 46% during the wartime years. There were, however, significant differences 
between sponsorship groups. The number of independent convalescent homes 
declined the most dramatically, falling by 65%, from a total of 20 homes down to 
 
135 Whitaker, 'Particulars about the cottage convalescent home for little children located at Whistley Green, 




seven. This decline was largely due to the closure of homes sponsored by individuals. 136 
Prior to 1915, there had been 8 homes that were supported largely by 1 or 2 
individuals, after the war only 1 of these homes remained open. In comparison, the 
number of homes affiliated to a hospital declined by a modest 17%, or 2 homes. This 
was because they received financial and staffing support from their parent hospitals, 
and did not experience the same shortages that forced some other categories of home 
to close. At the same time, hospital annual reports and medical case notes show that 
the number of 'routine convalescent cases' sent to homes operated by other 
sponsorship groups declined significantly due to the unavailability of beds. 137  
 
Second cycle of expansion and contraction 
The second cycle of expansion and contraction in the total number of convalescent 
homes admitting children began at the end of the First World War and continued to the 
end of the Second World War. Following the First World War the overall number of 
homes that provided care for children grew quickly, but numerically never regained its 
pre-war apogee. The reduction in the overall number of homes was largely driven by 
the wartime fall and slow post-war recovery of mixed homes. By 1920, the number of 
mixed homes had increased from its wartime low of 23 to 36. This number was static 
for 15 years, before declining slightly in 1935, and then falling dramatically during the 
Second World War to just 5 homes - a low from which, as the preference for children-
only homes continued, it did not recover. 
 In comparison, the number of convalescent homes that only admitted children 
grew quickly and vigorously after the First World War, equalling the pre-war peak of 56 
homes by 1935. Although the number of homes was similar, the extent of their 
provision increased as several homes opened new wings or moved to larger premises. 
An examination of bed and patients numbers revealed that the number of pre-war beds 
and the annual number of patients admitted was exceeded by 1920, and that patient 
 
136 As well as a decline in the number of homes sponsored by individuals there was a notable decline in the 
amount of sponsorship received by other categories of home during the war years, as many individuals 
stopped their subscriptions. 
137 'Annual Report of the Hospital for Sick Children, Great Ormond Street', 1914-1919; Alexandra Hospital for 
Children, Annual Reports, 1914-1919, HB/14/5, East Sussex Records Office; ‘Evelina Children's Hospital Annual 
Reports, Including Medical Report’, 1914-1916, H09/EV/A/24/020-022, London Metropolitan Archives; 'Queen 




numbers had almost doubled by 1935, increasing from 17,203 in 1910, to 31,134 in 
1935. This occurrence reflects a change in the nature of sponsors. As many of the small 
homes supported by an individual closed or did not reopen following the War, they 
were replaced by much larger institutions administered by independent committees. 
While simultaneously, other categories of sponsor also began to establish larger 
homes.  
 Between 1920 and 1945, 28% of all children-only homes were affiliated to a 
hospital, making them numerically the largest sponsorship group. They provided an 
average of 19% of all beds across the period, with the average size of home being 42 
beds. Independently operated children-only homes accounted for 22% of homes, 
providing an average 16% of capacity, and an average number of 45 beds. Homes 
affiliated to religious organisations were numerically smaller than hospital and 
independent homes, accounting for 20% of children-only homes. The average number 
of beds in religious homes increased during the second cycle of expansion to 118, 
which was, once again, the highest average across all of the sponsorship groups. Due to 
their larger size religious homes provided as much as 39% of beds. Homes affiliated to 
charitable organisations accounted for 18% of homes, with an average bed number of 
36 beds they provided 11% of capacity. Local authority owned homes accounted for 
12% of homes, but due to their relatively high average number of beds, 84, they 
provided 16% of beds during the second cycle of expansion and contraction.  
 As well as an increase in size of homes there was a rise in the number of 
patients admitted per bed, which grew from an average of 7.1 patients per annum in 
1910, to 8.3 patients in 1940. Although occupancy data was not available for the 
majority of homes the operation of waiting-lists by many of them throughout this 
period suggests that there were not large numbers of empty beds, and, as such, the 
increase in the number of patients per bed indicates that patients were gradually being 
admitted for shorter periods. Shorter admissions reflect changes in the nature of many 
patients who were not as ill or debilitated as in previous decades . This new patient type 
was facilitated by the 1929, Local Government Act, that, as previously discussed, 
allowed local authorities to fund convalescent care for non-Poor Law children.  
 The second cycle of expansion was bought to a close by the Second World War 




wartime closure of homes was due to a combination of the reduced availability of 
nurses making the adequate staffing of homes impossible; and invasion fears which 
rendered many homes undesirable due to their coastal positions.138 As with the First 
World War, homes that were affiliated to hospitals tended to remain open; while some 
those that were situated on the coast moved inland.  
 
Third cycle of expansion and contraction 
The third cycle of expansion and contraction occurred between 1950 and 1970. A 
survey of convalescence and recuperative holidays for Londoners conducted by the 
King's Fund in 1950, noted an acute shortage of convalescent homes for children.139 In 
response the King's Fund promoted the re-opening and establishment of new children-
only homes with significant financial grants. By 1950, the number of children-only 
homes had surpassed its pre-war peak and continued to grow until the mid-1950s, 
when a total of 67 homes were open. In comparison, the number of mixed homes 
improved moderately from its wartime nadir of 5 to 9 homes in 1950. More 
importantly, besides there being a small number of mixed homes, the number of 
children they admitted contracted to less than 1% of their patients; and many homes 
did not admit any children for several years. The continued classification of homes as 
being mixed for adults and children was determined by contractual arrangements, in 
which homes undertook to reserve a number of beds for the use of a particular hospital 
or local authority who specified that their patients could be adults or children. Such 
contractual arrangements appear to be a remnant of pre-war customs, as in practice 
after 1948, there were no children referred to the four mixed homes surveyed for this 
thesis.140  
 During the third cycle of expansion and contraction new trends emerged in the 
growth of children-only homes according to sponsorship type. Most notably the impact 
 
138 Zachary Merton Children’s Convalescent Home, Letters relating to role and actives during Second World 
War, 1940, SBHB/HA/16/49, St Bartholomew's Hospital Archives and Museum.  
139 King's Fund, Convalescence and Recuperative Holidays, p. 16. 
140 ‘Reckitt Convalescent Home, Minute Books and Ledger, 1947-1954, The King Edwards Hospital Fund for 
London,’ A/KE/724/80, London Metropolitan Archives; ‘Dame Gertrude Young Memorial Convalescent Home, 
The King Edwards Hospital Fund for London’, 1948-1960, A/KE/724/030, London Metropolitan Archives; ‘Schiff 
House of Recovery, The King Edwards Hospital Fund for London’, 1954-1965, A/KE/724/097, London 
Metropolitan Archives; ‘Shoreditch Holiday and Rest Home, The King Edwards Hospital Fund for London’, 




of the National Health Service Act, which took into State ownership all hospital 
affiliated homes and a small number of independently sponsored homes - no religious 
or charity affiliated homes transferred to the State. As to why so many homes chose 
not to transfer to the State, it is possible to offer two probable explanations. Firstly, 
many homes did not meet the transfer criteria set out in Ministerial circulars, which 
directed Regional Hospital Boards to only include those homes that gave 'treatment'. 141 
This was defined as representing a continuation of the type of specialist care previously 
associated with hospital affiliated homes. Secondly, many homes, especially religious 
homes, were incorporated within larger institutional buildings, such as, convents or 
orphanages, making the transfer of these homes to State ownership unlikely. 
 Between 1950 and 1970, the NHS was the largest provider of convalescent home 
care. During this period 50% of homes were part of the NHS, their average size was 50 
beds, and they accounted for 47% of capacity. Homes affiliated to charitable 
organisations increased dramatically between 1950 and 1955, largely facilitated by the 
encouragement of government schemes to promote children's convalescence and 
assistance from the King's Fund. They accounted for 17% of homes and provided 12% 
of the beds, with an average of 38 beds. The relative contribution of homes affiliated to 
religious bodies declined to 15% of homes and 24% of beds, their average size declined 
moderately to 85 beds. Independent homes accounted for 13% of homes and provided 
10% of beds, their average size was 41 beds. Local authority owned homes were the 
smallest provider of care, accounting for 4% of homes and 7% of capacity, with an 
average bed number of 86. Despite local authority homes being the smallest provider 
of convalescent care, they were the largest funder of children's convalescence in 
charity, religious, and independent homes. Therefore, although 1948, was a watershed 
in the provision of health care, children's convalescence was not necessarily directly 
provided by the new National Health Service or other social services. Instead, it continued 
to draw on its pre-NHS experience of voluntary provision.  
 The 1950s and early 1960s, were, in many respects, the heyday of children's 
convalescent care. The number of beds in children-only homes reached a high point of 
3,527 in 1955, and then, in parallel with a small decline in the number of homes, fell 
 




slightly to 3,366 by 1960. Unfortunately, patient numbers are not available for this 
cycle of expansion and contraction, but a survey of occupancy figures for homes 
indicates that the number of patients fell in direct relation to the number  of beds. After 
1960, the number of homes declined rapidly and by 1965, only 27 homes remained 
open. This number continued to decrease and by 1970, only 18 homes remained open.  
 Meanwhile, the remit of the remaining convalescent homes had also 
transformed. From the 1960s, there was a new emphasis on providing short-term 
respite care for children with special needs. Convalescent home records indicate that 
this change was due to a significant decrease in the number of children being referred 
for convalescence, and in response homes sought to establish new patient pathways.142 
Although the rapid fall in demand for institutional convalescence coincided with 
changes in the care of hospitalised children that was brought about by the work of John 
Bowlby and James Robertson; the demise of homes had started just as their work was 
published, and was most certainly well underway before their research was widely 
recognised and accepted.143 This indicates that other factors were responsible for the 
demise of children's convalescent homes, which will now be examined.  
 
Decline  
Evidence from the records of convalescent homes and independent agencies, such as, 
the King's Fund, Invalid Children's Aid Society, and British Red Cross Society indicate 
that from the mid-1950s, homes began to experience difficulties attracting patients. 
The Chairman of Beech Hill Convalescent Home entered into voluminous 
correspondence with the King's Fund Convalescent Home Committee seeking the 
 
142Correspondence, 'Brooklyn Convalescent Home, The King Edwards Hospital Fund for London', 1960, 
A/KE/724/18, London Metropolitan Archives; ‘Beech Hill Children’s Convalescent Home, The King Edwards 
Hospital Fund for London’, 1959-1960, A/KE/724/11; 'Belgrave Convalescent Home, King Edward's Hospital 
Fund for London ', A/KE/724/11, London Metropolitan Archives.  
143 For John Bowlby's and James Robertson's research pertaining to the dangers of sudden separation of 
children from mother-figures, see: John Bowlby, Maternal Care and Mental Health. WHO Monograph 
(Geneva, 1951); J. Robertson and J. Bowlby, 'Responses of young children to separation from their mothers II: 
Observations of the sequences of response of children aged 18 to 24 months during the course of separation', 
3 (1952) Courrier du Centre International de l’Enfance, pp. 131–142; James Robertson, 'A Two-Year-Old goes to 
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Fund’s advice and financial assistance. In describing the Home’s difficulties attracting 
patients he concluded 'there seems to be no particular reason for the fewer children other 
than the general improvement in children's health'.144 However, a close reading of 
convalescent home admission registers and patient case notes make it possible to offer 
three explanations for the reduction in demand, firstly, children became generally 
healthier and, therefore, were less likely to require convalescence;  second, improved 
living standards in homes reduced the need for respite from the urban environment; 
and lastly, increased parental resistance to being separated from their children.  
 Convalescent home admission registers and patient case notes indicate a  
gradual improvement in children's general health. The physical assessment of children 
on their admission to homes gradually improved from 1930, and then improved rapidly 
after 1945 (see Figure 2.8.). In addition, the medical conditions with which children 
were admitted became less severe from 1950.145 Moreover, there was no evidence of 
objection from medical staff to the closure of homes, indicating that convalescences 
was no longer considered an essential or even necessary component of children's 
health care. 
 Coinciding with the improvement in children's general health was amelioration 
in their living standards. To make a quantifiable assessment of living standards, a 
random sample of 750 sets of case notes were sampled at 5 year intervals between 
1870 and 1946, from which 3 indicators of living standards were identified: family size, 
paternal unemployment, and overcrowding.146 Family size gradually declined from 12 
children per household in 1870, to 5 in 1946. Smaller families would have been 
 
144 Correspondence, ‘Beech Hill Children’s Convalescent Home, The King Edwards Hospital Fund for London’, 
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significant in releasing monetary resources and thus improving living standards. 
Similarly, a decline in the number of fathers classified as unemployed from 1935, 
indicates that families were generally financially better off.147 Overcrowding gradually 
declined from the mid-1930s; for the purposes of this thesis overcrowding was 
measured by the number of rooms occupied by a family.148 Prior to 1935, over 50% of 
all families lived in homes that consisted of 1 or 2 rooms, no data was available for the 
war years, but from 1945, 46% of families occupied homes consisting of 3 or more 
rooms (Figure 2.9.). Thus, evidence suggests that there was a gradual improvement in 
children's living standards and domestic environments from the mid 1930s, which may 
have decreased the need for children's institutional convalescence.  
 
 
Figure 2.8. Physical assessment of children on admission to convalescent homes.149  
 
147 The assertion that families experienced an improvement in living standards is supported by the work of 
Simon Szreter, documenting declining fertility patterns in Britain and drawing attention to rising wages and 
full employment in London and the South East during the interwar period, see: Szreter, Fertility, Class and 
Gender in Britain.  
148 Overcrowding was not officially defined until 1891, as a room containing more than two adults. Children 
under ten counted as half, and babies did not count at all. For more information regarding late-nineteenth- 
and early-twentieth century overcrowding, see: Caroline Steedman, 'what a rag rug means', in Inga Bryden 
and Janet Floyd (eds.), Domestic Space (Manchester, 1999), pp. 24-25. 
149 Based on analysis made by this author of combined data entered in the admission registers, convalescent 
home case notes, hospital case notes: case notes for Great Ormond Street Hospital retrieved from: 





Figure 2.9. Number of rooms occupied by families of referrals to convalescent homes, 1865-1935.  
 
 Parental reluctance to be separated from their children was evident in 
convalescent home records from the early 1950s. The admission registers of homes 
made a special record of children who were prematurely discharged by their parents, 
an event which was exceptionally rare before the Second World War. After 1950, the 
number gradually increased to 3% of all children admitted. The reasons for children's 
premature removal were given as variations of: parents missing their children, children 
missing their parents, siblings missing each other, parents worried about their children, 
fathers reporting that mothers were anxious, family emergencies, and child needed at 
home.150 As well as parents removing their children, there was an increase in the 
number of children who did not arrive as expected for their planned admission. Again 
 
Patient Case Notes’, 1893-1900, RLHEL/M/4/1; ‘Queen Elizabeth Hospital for Children, patient case notes’, 
1910-1947, RLHQE/M/11/1-43; /7/1-47; Queen Elizabeth Hospital for Children, Convalescent Patient Records, 
Register of Patients, 1931-1971, RLHQE/M/9/1-7; Bailey Convalescent Home, Patient Register, 1928-1936, 
RLHEL/M/2/1. 
150 Notes inserted in the Little Folks Home Admission Register, ‘Queen Elizabeth Hospital for Children, 











1865 1870 1875 1880 1885 1890 1895 1900 1905 1910 1915 1920 1925 1930 1935




this was a phenomenon that was rarely observed before the Second World War, but 
after the war sporadic mentions appear in primary sources that children did not arrive 
as expected admission.151 As such, evidence indicates that following the war parents 
exhibited an increased reluctance to be separated from their children, and, 
consequently, allow them to be admitted to convalescent homes.  
 Yet, the developments in child health, living standards, and parental reluctance 
to be separated from their children were all established during the 1950s, at the peak 
of convalescent home provision. However, by reframing these developments and 
considering them as catalysts rather than turning points, it is possible to more fully 
interpret their importance in reducing the demand for children's institutional 
convalescence. The combined significance of health needs, social change, and evolving 
ideas of parenthood deepen the complexity with which children's healthcare provision 
is understood. It becomes clear that in particular established institutional patterns of 





IN all the misery of ' Outcast London,' there is none so heartrending as the sorrow and suffering 
of the little children, and many people must feel, as we did, a sort of selfishness in breathing the 
sweet, pure country air, and rejoicing in the unshrouded sunshine and the bounteous blessings 
of green fields and spring flowers and singing birds, while so many little ones were fading, and 
suffering, and dying amid the dirt and poverty and smoke and sin of the greatest, richest city in 
the world. We used to quiet our conscience a little, by having two or three children down in the 
course of the summer each year, and placing them in cottages in the village, but when the 




This chapter has explored the origins, development and decline of institutional 
convalescent care for metropolitan children between 1845 and 1970. In doing so it has 
drawn attention to many themes that will inform future chapters, it is now useful to 
bring these themes together. An extensive survey of primary sources revealed three 
cycles of expansion and contraction in the convalescent homes serving the children o f 
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London. In addition to these three general cycles there were distinct differences in the 
growth patterns between various categories of homes and sponsorship type. For this 
reason, an analysis of the growth, consolidation, and decline of children’s convalescent 
homes cannot be separated from a consideration of the motivations behind the individuals 
and organisations who initiated the establishment and growth of homes. 
 Children's institutional convalescence did not operate within a vacuum; rather, it 
was part of a general mushrooming of voluntary health care provision that occurred during 
the nineteenth and twentieth centuries. The sponsors of children's convalescent homes 
were motivated by a number of factors that often coexisted; combining, altruism, civic duty, 
religious obligation, self-interest, and the objectives of the nation state. Although particular 
sponsorship groups often had their own motivations, the breadth and duration of the 
support given to convalescent homes serves as an important indicator of cultural values and 
the importance attached to the health and wellbeing of children across an extended period 
of study.  
 Children's convalescent homes linked the powerful motifs of health, home, and 
family; and were particularly influenced by new concepts of childhood. The belief that 
childhood was a distinct phase associated with an inherent vulnerability that could be 
simultaneously jeopardised or safeguard was central to the developmental framework of 
homes. A framework that, on one hand supported efforts to improve children's 
corporeal and spiritual well-being, and on the other hand, created a vision of how and 
where children should be cared for. It was within this frame of reference that a system 
of institutional convalescent care specifically for children developed, and the hazards 
posed to children became mutable through the intervention and the unique character of 
homes. Moreover, convalescent homes were thought to be able to effect lasting physical, 
spiritual, and moral change in their patients through a temporary separation from their 
parents. This observation complicates historical interpretations that have stressed a link 
between reformers’ moralising objectives and their aim for a permanent severing of parent-
child bonds. 
 The preferential referral of children to children-only homes indicates both the 
conceptual and corporeal separation of children from adults, and illustrates the 
importance of space; how this was defined by ideas of childhood, but also how the 




space. A similar separation of adult and child spaces is observable in the development 
of children's hospitals, and the relationship between the growth of convalescent homes 
and the establishment of children's hospitals in London is important to emphasise. This 
relationship resulted in a different growth pattern of children's convalescent homes 
compared to mixed homes, and, indeed, adult-only homes. Hospitals not only 
established their own homes but they drove the development of other homes by 
supplying patients, and demonstrating the benefits of convalescent care.  
 The establishment and support of homes was characterised by a complex system of 
relationships between charitable and statutory bodies, an integral component of which was 
the transfer of significant funds from the public purse to the voluntary sector. The 
financial support of homes demonstrates that children's institutional convalescence 
was embedded within a wider framework of health and welfare provision that 
























Chapter Three: Diseases, Therapies and Spaces 
 
A pale faced child with broad breach to nose. Has obviously had recent rickets as shown by 
broad head, rachitic shaped thorax, ricketty rosary, thick and curved ulnae, square wrists. Large 
abdomen highly tender and bilial. ... Ordinary management. Cod liver oil. Parishes.  
Fred Davies, seven years old, 1891.153  
 
Remarks as to treatment. Ambulatory treatment to build up general resistance to infection, and 
restore after effects. Should have plenty of fresh air and high vitamin diet. 
Glands ++ both sides. 1 gland Right armpit ... Cod liver oil ȝ ii T.D.S extra salad – vegetables. 
Ronald Bland, ten years old, 1942.154 
 
Fred Davies was admitted to the Grange Convalescent Home for one month in 1891, with a 
diagnosis of 'tubercle and rachitis'. His medical case notes depict an underweight child, 
displaying obvious signs of severe rickets, with lymph glands swollen by chronic 
tuberculosis. The description of his medical management is brief, and does not extend 
beyond the six words in the above quotation. The record of his progress, although equally 
sparse, tells us that after two weeks there was 'much improvement in his appearance', and 
four weeks later, just prior to discharge, he was 'doing well'.155 Similarly, when Ronald Bland 
was admitted to the Little Folks Convalescent Home in 1942, suffering from 'inguinal 
adenitis', his medical notes made only the briefest reference to his medical treatment that 
was considered to consist of 'nothing special'.156 Four weeks later his treatment appears to 
have been effective, because he had gained weight and was discharged home.157 Although 
Fred's and Ronald's admissions were separated by over fifty years the similarity between 
their medical care and the importance attached to simple cures endured across the period. 
This continuity is striking when viewed within the wider frame of medical and welfare 
reforms that occurred from the late nineteenth century to the middle of the twentieth 
century. During this period children’s medical care was evolving from a mixed economy of 
philanthropic and local authority sponsored endeavours providing care based on the ideas 
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of miasma theory; to a centralised government sponsored National Health Service 
increasingly shaped by modern biomedicine.158  
 This chapter will use patient’s case notes, in conjunction with medical and nursing 
texts to explore the medical beliefs and therapeutic practices within children's convalescent 
homes. It will begin by surveying medical understandings of convalescent care, and the 
specific physiological requirements of sick children during convalescence. In doing so, a 
complex picture emerges that on the one hand characterised the period of convalescence 
as a routine, and a somewhat poorly-defined period of recovery from ill health. While 
simultaneously depicting it as a time fraught with danger, and subject to potentially life-
threatening relapses.159 The first section will then go on to examine the different patient 
groups admitted to children's convalescent homes according to their diagnosis. It will argue 
that changes in disease categories reveal the extent to which developments in science and 
medicine, in combination with changing health care priorities, affected children's exposure 
to institutional health care. The second section of this chapter will consider the therapies 
and regimes adopted by homes. By examining therapies provided by homes, and the 
rationale for their use, it is possible to explore the practical application of new medical 
knowledge and scientific developments over an extended period. This exploration draws 
into focus a growing preference for scientific biomedicine among medical practitioners. 
However, it also demonstrates that this shift in knowledge and ideas had a limited impact 
on the day-to-day care that children received. The chapter will close with an analysis of the 
temporal and conceptual spaces occupied by children's convalescent homes. This analysis 
will demonstrate the centrality of environment to medical understandings of children's 
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health promotion. Yet, it also reveals uncertainty of characterisation. In particular, the 
significance of the portrayal of children's convalescent homes as homes will be compared to 
their role as both therapeutic and professional institutions. The tensions between these two 
functions will provide a context for section two of this thesis in which patient experience is 
explored in greater detail. 
 
The medical need for institutional convalescence 
The health benefits attained through institutional convalescence was an established tenet 
of medical therapy, and for urban, working-class children it was considered an important 
component of their health care provision.160 From the initial development of children's 
convalescent homes during the 1850s, until their demise in the 1970s, medical advocacy for 
their use was remarkably stable. The 1871, Annual report for the Hospital for Sick Children, 
observed that their convalescent home 'improved children's chances of restoration to 
health'.161 Almost eighty years later Alan Moncrieff, Professor of Child Health at the Hospital 
for Sick Children, stated that convalescent treatment ensured the 'child can be restored to 
the same state of health or an even better state of health' than before they became 
unwell.162 Despite its longstanding position within medical orthodoxy, convalescence 
received varying degrees of attention in contemporary medical and nursing literature.  
 A selection of twenty-one medical and nursing text books published between 1885 
and 1970, were surveyed for references to children's convalescence (Figure 3.1.). To ensure 
that the selected texts reflected contemporary medical practice, only books that had been 
published in multiple editions or were required reading for medical or nurse training 
courses were chosen. Of the twenty-one books surveyed, it is noteworthy that a quarter 
made no reference to convalescence. In the remaining books, convalescence was 
mentioned with an increasing frequency between 1850 and 1940, after which references 
declined rapidly both in terms of frequency and extent. This decline coincided with 
developments in medical care, particularly antibiotics and improved surgical techniques 
that made protracted debilitating illness and the subsequent need for convalescence less 
common. At the same time there was a change in the purpose of institutional 
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convalescence, with more emphasis placed on early intervention and health promotion 
rather than treating diseases. This subtle, but important change may have rendered the 
study of convalescence less appealing to the curricula of hospital-centric medical and 
nursing training courses that increasingly focused on technology and biomedicine from the 
1940s.   
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Figure 3.1. List of twenty-one medical and nursing text books published between 1885 and 1970, surveyed for 





 In the books that contained a discussion of convalescence, there was no consistent 
definition of what constituted convalescence or how long it lasted. Problems of definition 
reflect the ambiguous position occupied by convalescence between health and sickness, 
with most commentators describing convalescence as a stage or phase. During the late-
nineteenth century, the influential hospital administrator, Henry Burdett, described 
convalescence as 'a stage in the history of an illness which does not terminate fatally, where 
disease has ceased and health has to be restored’.163 The ambiguity surrounding definition 
persisted among hospital administrators in the era of the new National Health Service, 
when the National Health Service Act, although very supportive of institutional 
convalescence, omitted to define what constituted convalescence or convalescent care.164 
Similar uncertainty of definition was present among medical practitioners. In 1947, 
Professor Moncrieff observed that 'it is not possible to define accurately the indications for 
convalescent treatment ... Each child needs a separate consideration and it would be 
impossible to lay down authoritative and embracing opinions'.165  
 Children were recognised as being physiologically different to adults, and were 
considered to move readily back and forth between health and disease; easily relapsing into 
ill health or even death.166 In her popular book for paediatric nurses, Gladys Benz, observed 
'there is no sharp line of demarcation between illness and convalescence. Intelligent care is 
of the utmost importance because of the far-reaching effect of disease on growth and 
development.’167 A.B. Meering advised that convalescence 'is a period, especially with 
children, which requires very careful management. When the child reaches the 
convalescent stage, he is on the way to health, but much will depend on his care during this 
time'.168 As such, convalescence was at once defined as being both routine and hazardous, 
and although medical understandings of convalescence were highly malleable, convalescent 
children were understood to have special needs that required careful therapeutic 
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management.169 However, most convalescent homes only admitted children once their 
convalescence was well established, and they were no longer in acute danger of suffering a 
relapse. The rationale for such restrictive admission policies were not discussed in any of 
the primary sources surveyed for this thesis, but convalescent home records discuss the 
'extra care' required by 'bed cases', the 'demands of special diets', and the difficulties 
caused by children who required 'special' or 'close' observation.170 These comments 
suggests that patients who required intensive or specialist nursing care during the early 
stages of their convalescence were excluded because they placed too many demands on 
nursing staff's time and expertise. 
 To understand whether staffing levels were a factor in determining the type of care 
provided by homes, a comparison was made between the number and seniority of nursing 
staff in children's convalescent homes and children's hospitals. This analysis revealed that 
for every thirty patients there was an average of six times more nurses employed in a 
children's hospital compared to a convalescent home, and perhaps more significantly, in the 
hospital setting there was an average of seven times more qualified staff compared to a 
convalescent home. The differences in staffing ratios and expertise would have dramatically 
affected both the level and type of care that homes were able to provide compared to a 
hospital; with convalescent homes unable to offer technical, specialist, and intensive 
nursing due to their lower staff numbers and lack of qualified staff. 
 Catherine Heckman has studied the staffing levels of adult convalescent homes, and 
notes similar low numbers and lack of expertise. She suggests that homes experienced 
difficulties recruiting staff because they were seen as lower status institutions than 
hospitals. 171 This does not appear to be the case for children's convalescent homes, where 
qualified staff stayed for many years; and when a post became vacant, there were usually 
several 'good quality' applicants.172 In addition, homes affiliated to hospitals had a steady 
supply of student nurses assigned to them as part of their nurse training.173 Moreover, a 
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special article on 'The Convalescent Child' in The Lancet, suggested that the staffing profile 
of homes was one of the main mechanisms by which costs were reduced.174 Therefore, it is 
possible to suggest that the staffing numbers and profile was a strategic decision by home 
administrators designed to reduce operational cost, even though this determined that only 
children who required minimal medical supervision and basic nursing care were admitted.  
 The policy of only admitting children who were well on the road to recovery 
indicates a belief that the need for institutional convalescence extended beyond the 
condition of children's physical bodies, and was linked to ideas about working-class homes 
and parenting. The admission demographics of convalescent homes consisted almost 
entirely of working-class children, suggesting a widely held belief that the basic care and 
elements necessary for a child's full recovery were missing from working-class homes. More 
importantly, the virtual absence of middle-class children indicates that these same 
elements were believed to be almost universally present in middle-class homes or they 
could be attained by their own means. The children's short story book, Convalescence, by 
Juliana Horatia, demonstrates that convalescence for middle-class children was understood 
to involve care by their family members, rather than the intervention of external 
agencies.175 In this way, institutional convalescence was perceived as health care for the 
poor, and was closely tied to ideas about domesticity and space. This relationship will be 
explored later in this chapter.  
 
Excluded groups 
In the same way that children's convalescence was poorly defined, Jenny Cronin has drawn 
attention to similar problems of definition in her study of Scottish convalescent homes. She 
suggests that this flexibility of definition was used to define the types of patients who 
were admitted or excluded by homes; resulting in some homes specialising in certain 
types of patients.176 This observation is less relevant to children's convalescent homes 
where, despite their equally malleable framework of definition, most homes employed a 
comparable admission criterion, and tended not to specialise in particular categories of 
patients or disease. This did not mean, however, that all children recovering from illness 
 
174 Faulkner, 'The Convalescent Child', p. 658. 
175 Juliana Horatia, Convalescence (London, 1885). 




were considered universally suitable for admission. In general, only children with diseases 
from which they were likely to make a good recovery were considered to be suitable 
patients, and a number of diseases were excluded by the great majority of homes. Typically, 
homes excluded severe neurological conditions, terminal illnesses, and children with severe 
physical and mental disabilities.177  
 Since demand for convalescent home beds frequently outstripped supply, the 
exclusion of children who were unlikely to recover from their illnesses represented a way 
for homes to use their beds to what was considered to be their best advantage.178 The use 
of rationing criteria reflected the practice of adult homes which, with the objective of 
creating healthy citizens and returning people to work, only admitted individuals that were 
expected to make a good recovery.179 The alignment of admission criteria between adult 
and children's homes is interesting given the absence of any immediate employment 
expectation for children; and suggests that the central objective of institutional 
convalescence across all age ranges remained that of creating healthy, productive citizens, 
or future citizens, rather than acting purely as spaces for the provision of low-tech medical 
and nursing care. Such institutional objectives would have held widespread appeal to the 
medical reformers and philanthropists who supported convalescent homes; as it offered a 
remedy for the diseases of industrialisation and ensured the continued provision of a future 
industrial workforce. This observation demonstrates that the sentimentalisation of 
childhood was not a simple binary, but rather, it was part of a complex system of competing 
cultural and social tensions. 
 Alongside children that were not expected to make a full recovery, it was common 
policy for homes to exclude those suffering from transmissible infections. The dangers of 
infection being borne into homes were continually mentioned in administration records and 
patient case notes. The risk posed to the health of sick and recovering children by infectious 
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diseases meant that homes could not admit new patients for the duration of an active 
infection's presence and then afterwards for a period of disinfection.180 As a result, children 
in need of convalescence were either returned home prematurely or they remained in 
hospital and blocked valuable acute beds. In addition to the impact on patient care, a 
prolonged period of closure often had a profoundly negative impact on a home's financial 
stability. This was case for the Little Folks Home in 1904, when the Chairman of the 
Convalescent Home Committee noted that 'the scarlet fever outbreak required the Home to 
be closed for six weeks and then for a period of cleaning. This has severely depleted the 
home reserves'.181 Similarly, the Chairman of Beech Hill Convalescent Home wrote to the 
King’s Fund in 1954, complaining that ‘the disastrous quarantine, I estimate will cost us 
£350.’182 The admission policies that excluded children with transmissible infections 
demonstrate the intricacies involved in the administration of a convalescent home that 




Although many conditions were excluded by convalescent homes there remained a wide 
variety of illnesses that were admissible. The types of diseases treated and how they 
changed over time is demonstrated in Figure 3.2.183 From this analysis it is possible to 
discern four broad patterns in the types of conditions admitted between 1860 and 1970. 
The first pattern to emerge is the change in the number of patients admitted with a primary 
diagnosis of non-pulmonary tubercular diseases. Before the mid-1890s, patients with non-
pulmonary tuberculosis were stable at around 20% of all admissions. After the early 1890s, 
the percentage began to rise quite rapidly reaching a peak of just over 30% in 1915, after 
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which it fell gradually until 1940, and then fell to zero after 1950.184 For the most part, the 
increase in children admitted with non pulmonary tuberculosis was composed of those with 
infections in the bones and joints. Significantly, there was a corresponding decrease in the 
number of children admitted with non-specific orthopaedic conditions, such as, necrosis of 
bone, swollen joints, joint abscess, knee pain, and hip pain. This change coincided with the 
discovery of mycobacterium tuberculosis by Robert Koch in 1882, and suggests that a 
greater medical awareness of microbiology and mycobacterium tuberculosis directly 
affected the medical diagnosis of children.  
 
 
Figure 3.2. Broad classification of diseases for which children admitted to convalescent homes, 1870-1970.185 
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 The later decline in the number of patients admitted with non-pulmonary 
tuberculosis coincided with medical advances in screening and prevention. Most notably 
the introduction of mass x-ray screening campaigns by the new National Health Service, and 
the introduction of tuberculosis vaccination programmes for schoolchildren.186 These 
measures promoted the early diagnosis and protection of children from infection, reduced 
the incidence of the disease in the wider community, and protected vaccinated individuals. 
The combined measures reduced a child's overall chance of exposure to tuberculosis, and 
conferred so called herd immunity to those who were either too young or unsuitable for 
vaccination. It is, however, important to note that a decline in tuberculosis admissions 
began slightly before the effect of the aforementioned medical measures came into full 
force. With this in mind, it is possible to offer a further factor in the reduction during the 
first half of the 1940s. The mass evacuation of school-age children during the war years to 
rural areas may have reduced their exposure to tuberculosis and decreased their chances of 
acquiring the infections. In addition, as a consequence of evacuation and wartime 
conditions there was a dramatic fall in the number of children admitted to convalescent 
homes which may negatively influence the accuracy of data for this period. As such, 
although clear trends have emerged, additional research is required to fully explain the 
decline in the percentage of admissions with non-pulmonary tuberculosis between 1940 
and 1950. 187 
 The second trend of note is the increase in the number of children admitted with a 
primary diagnosis of malnutrition after 1920. Between 1870 and 1920, over 60% of children 
admitted to convalescent homes were categorised as being small, underweight or had a 
disease associated with dietary deficiency, such as, rickets or anaemia, but these conditions 
were co-morbidities, not their primary diagnosis. The number of children with a primary 
diagnosis of malnutrition was far lower at an average of 5% per annum, but rose sharply 
after 1920, to an average of 18%. This occurrence appears to contradict data presented in 
chapter one of this thesis indicating an improvement in the general physical condition of 
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children admitted for convalescent care after 1910. To understand the increase in the 
primary diagnosis of malnutrition, it is useful to explore the relationship between 
developments in nutrition science; the commercial activities of the food and 
pharmaceutical industry; and medical interest in nutrition during the interwar period.  
 Chapter one of this thesis described the role of early twentieth century 
legislation and concerns over the heath of the British population in increasing the 
number of children referred to convalescent homes for early disease intervention and 
prevention.188 A large number of these new referrals were for dietary deficiencies, 
including, rickets, anaemia, and, from 1920, malnutrition. Sally Horrocks has argued that 
the years between 1919 and 1939, represent a period of transition in British society during 
which discoveries in nutrition science were capitalised on by the British food and 
pharmaceutical industries to change priorities in health care.189 Following Gowland Hopkins’ 
discovery of vitamins, investigation into the chemical composition of food began to explain 
its role in human physiology and determine the requirements of a healthy diet.190 The new 
scientific knowledge of vitamin composition and dietary requirements combined with pre-
existing medical interest in child nutrition. Articles in prominent medical journals, such as, 
The Lancet and the British Medical Journal, drew attention to the importance of vitamins 
and their influence in preventing deficiency diseases in children. 191 An article in 1918, 
observed that ‘those interested in the science of infant nutrition are only just beginning to 
appreciate the vital importance of these substances [vitamins] for growth’ of a healthy 
infant.192  
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 Concurrently, food and pharmaceutical manufacturers developed the technical 
methods for the large scale production of vitamins that were sold as standardised vitamin 
preparations or added to processed food, which were then sold as ‘healthy’ vitamin 
fortified nutrition.193 One of the first vitamin enriched foods to be marketed was proprietary 
infant formula; soon followed by a variety of new specialist feeds for medical conditions, 
like, anaemia, rickets, allergies, acidosis, coeliac disease, fat indigestion, gastrointestinal 
disorders, hypoglycaemia, pyloric stenosis, pneumonia, pertussis, and malnutrition.194 
Industry sponsored scientific research was used to establish the scientific pedigree of the 
new specialist feeds, that were then marketed to physicians in professional journals, by 
direct mailings, and through visits from company representatives (Figure 3.3.).195  
 Developments in nutrition science and the promotion of proprietary specialist feeds 
correlates with changes in medical opinion regarding the treatment of certain diseases. For 
example, before 1915, medical resistance to artificially feeding infants was almost 
universal.196 However, during the 1920s and 1930s, medical opinion began to shift, and 
articles appeared in the medical press suggesting that infants suffering from a range of 
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diseases may fare better on specialist proprietary feeds.197 The commercial success of 
specialist feeds, such as, Cow and Gate’s Trufood that, in addition to being marketed for 
babies, was promoted to physicians for a variety of medical conditions, including, gastric 
disorders, vomiting, increasing stamina, and 'for those in sickness and convalescence'; 
demonstrates that medical practice, not just opinion, changed around the same time, and 
doctors prescribed specialist feeds for a variety of conditions.198 
 
                        
 
Figure 3.3. Poster supplied to health centres favourably comparing the curd formation of Cow and Gates' 
feeds with breast milk, 1931. 
 
 
Hence it is possible to observe that a combination of scientific discoveries and 
commercial activities drew attention to the importance of vitamins and their influence in 
preventing diseases of malnutrition.199 It is within this context that malnutrition was 
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redefined from being an expected and accepted condition of the poor, to a deficiency 
disease that should be actively observed for and treated; and medical treatment priorities 
were changed. 
 The final major trend to emerge in the types of conditions treated was an increase in 
children admitted to convalescent homes for non-medical reasons from the late 1940s, until 
the closure of most homes in the 1970s. This category consisted of children who were 
admitted for a wide range of reasons, which varied from a child with severe disabilities 
whose 'mother needs a rest', to a child who was 'in need of rest from overcrowding'.200 An 
analysis of children's admission for non-medical reasons suggests that the overall increase 
between 1940 and 1970 was, in fact, two separate stages. The first stage occurred during 
the late 1940s, when there was an increase in the number of children admitted due to 
difficult home circumstances. This observation correlates with the work of both John 
Welshman and Pat Starkey who have argued that after the Second World War medical 
officers, health visitors, and local authorities used health interventions to tackle so called 
problem families.201 This practice will be discussed more fully in chapter four of this thesis. 
The second increase in non-medical admissions occurred during the late 1950s, and reflects 
the observation made in chapter one of this thesis that as the medical demand for 
convalescence declined, homes sought to attract new patient groups by working with 
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welfare agencies, Middlesex County Council, and London County Council to provide 
restorative temporary care to inner city working-class children. 
 Thus, medical understandings of the need for institutional convalescence were 
highly malleable; and determined by a number of factors, including, the prevalence of 
diseases, availability of treatments, medical interests, and welfare imperatives. This 
malleability was supported by the loosely defined therapeutic position of convalescence, 
situated between sickness and recovery. 
 
Therapies 
The therapies provided by homes during the nineteenth and twentieth centuries were 
conservative, and emphasised diet, fresh air, and rest. Although convalescence was an 
established component of children's medical treatment it received limited academic 
attention and investigation. A quarter of the text books surveyed for this thesis did 
not make any reference to convalescence, and in the books that made reference, it 
was usually brief and lacked any discussion of medical research, evaluation of 
effectiveness or recommendations for new treatments. This observat ion could 
suggest that the therapies employed in convalescent homes were static and failed to 
reflect scientific and medical developments. Indeed, Anne Digby has remarked that 
although there were important scientific developments in the nineteenth and twentieth 
centuries, 'therapeutics changed much less dramatically than epistemology'.202 However, a 
close reading of textbooks, patient’s notes, and convalescent homes’ records 
revealed that although the importance attached to fresh air, diet, and rest remained 
constant; the content, emphasis, and the rationale for their use differed across the 
period; and was strongly influenced by developments in science and medical 
knowledge. The following section will explore the main therapies employed in 
children's convalescent homes, and demonstrate that despite the continuity of 
therapeutic provision, there were subtle changes in the nature of the therapies 
provided as understandings of disease causation evolved from miasma-contagion 
theory, to germ theory, and, ultimately, to modern biomedicine.  
 
 





During the period of a child's convalescence the amount, type, and quality of their diet was 
considered an essential component in aiding or hindering their recovery.203 The importance 
that homes attached to providing a good quality nutritious diet was reflected in their 
expenditure on food. By measuring food expenditure it is possible to gain quantitative 
measurements of both the extent of its provision and its relative importance compared to 
other medical therapies. The following analysis compares the average weekly expenditure 
on food with that of medical ancillaries by convalescent homes and hospitals (Figure 3.4). In 
doing so it clearly demonstrates the relative importance attached to food in the care of 
convalescent children.204 
 




food per patient 
Average weekly 




food per patient 
Average weekly 
expenditure on medical 
ancillary items 
1870-1875 1s 9d 1d 1s 07d 11d 
1875-1880 2s 1d 1 1/2d 2s 0d 1s 7d 
1880-1885 1s 10d 2d 2s 0d 1s 5d 
1885-1890 1s 12d 4d 1s 10d 1s 1d 
1890-1895 2s 1d 1d 2s 0d 1s 0d 
1895-1900 1s 11d 1s 3d 2s 1d 2 1/2d 
1900-1905 2s 3d 1s 10d 2s 2d 2 1/2d 
1905-1910 2s 6d 1s 9d 2s 3d 1 1/2d 
1910-1915 2s 8d 2d 2s 5d 1s 5d 
1915-1920 2s 7d 2d 2s 9d 1s 11d 
1920-1925 3s 4d 3d 3s 7d 2s 1d 
1925-1930 3s 10d 3d 3s 8d 2s 2d 
1930-1935 4s 4d 5d 4s 6d 2s 10d 
1935-1940 4s 7d 4d 4s 9d 3s 1d 
Figure 3.4. Comparison of average weekly expenditure per patient on food and medical ancillaries. 
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 Between 1870 and 1939, convalescent homes spent significantly more per patient 
on food than on medical ancillaries, such as, medicine, dressings, lotions, splints, and braces 
indicating that diet rather than technical medical treatments was one of the cornerstones of 
convalescent care. By comparing the expenditure of children's convalescent homes to that 
of children's hospitals it is possible to demonstrate that the nature of care provided by the 
two types of institutions differed significantly. The greater provision of technical care by 
hospitals is revealed by their higher expenditure on medical ancillaries. Furthermore, 
although the expenditure on food was very similar in both institutions, convalescent homes 
consistently spent more on food per patient across the period. This reveals the particular 
importance placed on diet as a form of therapy during the period of convalescence. 
Contemporary understanding of what constituted a suitable diet for convalescent children 
were often complex and varied according to a child's illness and the stage of their 
recovery.205 In his text book for nurses Dr W.T. Pugh suggested the use of special foods, and 
advised caution when introducing diet.  
 
The waste of protein and fat must be made good, proceeding cautiously on account of the 
weakened digestive powers. The milk and beef tea maybe thickened with cereal flours, and 
other farinaceous food may be added. The patented malted foods, pounded meat in soups, 
jellies, custards, light milk puddings, chicken, stewed fish, and eggs, form the next stages. The 
enrichment of the diet in fact may be deferred to later, and should be affected by the free use of 
cream, butter, bacon, and suet.206 
 
However, the primary sources studied for this thesis indicate that convalescent homes did 
not employ a cautious approach to the provision of food. Instead, the dietetic principles of 
homes were simple and emphasised the enrichment phase of the convalescent diet, with 
attention placed on promoting weight gain.207 Medical case notes suggest that this simple 
approach reflected the admission policies of homes that excluded patients until they were 
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past the acute phase of their recovery, and, as such, there was no need for caution and 
special diets.  
 Although the emphasis on a simple nutritious diet was consistent across the period, 
its composition changed over time to reflect contemporary understandings of food 
science.208 The change was subtle, evolving from a diet in the mid-nineteenth century that 
emphasised fat, protein, and carbohydrates to a diet that from the mid-1920s, increasingly 
incorporated fruit, vegetables, and fresh produce. This transition is represented in the 
menus that homes published in their annual reports and promotional booklets. The 
majority of convalescent homes had either a fixed weekly or fortnightly menu cycle; 
indicating that the food provided during the menu cycle was considered to consist of the 
correct nutritional content for a convalescent child. What is more, the publication of menus 
in material designed for sponsors indicates that the food provided represented what was 
considered to be an optimal diet for convalescent children, and was of a quality that was 
worth displaying. Thus, the close examination of weekly menus reveals changing notions of 
the optimal convalescent diet, and how discoveries in nutrition science influenced children's 
care. 
 The 1877, menu for the Friends Convalescent Home provides a typical example of 
the food provided by homes until the 1920s (Figure 3.5.). The menu reflects what was 
considered by the Victorians and Edwardians to be the perfect diet; and demonstrates 
the emphasis placed on a diet high in protein, fat, and carbohydrate. These food groups 
provided a calorific diet that was designed to promote maximum weight gain during the 
short period of a child's admission. The significance of vitamins and minerals in food did 
not emerge until early in the twentieth century. Consequently, vegetables were only 
provided twice a week, and fruit just once a week - in the form of a pie or pudding. It was 
not until the 1920s, that fresh fruit and vegetables began to feature prominently in the 
menus published by homes.  
 




       
 
Figure 3.5. Menu from The Friends Convalescent Home annual reports 1877-1909. Between 1877 and 1909, 
there was no change in the published menu. 
 
The 1933, menu from St Andrew's Home illustrates changes in the diet provided by 
homes that were typical from the late 1920s onwards (Figure 3.6.). This later menu 
illustrates that although homes continued to provide a high calorie diet designed to 
promote weight gain, they also began to include fruit and vegetables once or twice a day, 
representing a marked addition to earlier menus. The primary sources surveyed for this 
thesis did not discuss why homes changed their menus, but the change coincided with the 
aforementioned publication of research describing the role of food in human physiology, 
and the importance of vitamins in preventing deficiency diseases. In her study of Scottish 
convalescent homes, Jenny Cronin, noted that adult homes also emphasised a diet high in 
protein, fat, and carbohydrate.209 However, although her period of study extends to 1939, 
 




she does not report any changes in the composition of diet provided or the influence of 
nutrition science in the food provided by homes. 
 
 
   Figure 3. 6. Menu from St Andrew's Convalescent Home 1929. 
 
 The divergence in the composition of the menus provided by adult's and children's 
convalescent homes suggests that there was a greater awareness of nutrition science in 
children's homes. This observation supports the suggestion made earlier in this chapter that 
from the 1920s, a combination of research and the commercial activities of the British food 
and pharmaceutical industries drew attention to the importance of vitamins and their 
influence in preventing diseases of malnutrition in children. Indeed, the role of scientific 
knowledge in determining the convalescent diet was highlighted in text books for children's 
nurses. Gladys Sellew and Mary Pepper advised that 'since science of nutrition today plays a 
particularly important role in the prevention of disease as well as in health maintenance 




illness, and diet in convalescence'.210 The addition of large quantities of fruit and vegetables 
to convalescent home menus from the late 1920s, demonstrates how at a practical level 
developments in nutrition science and medical knowledge were incorporated into the 
health care of convalescent children. 
 As well as demonstrating change, the menu from St Andrew's reveals some 
continuity in the dietary objectives of homes. In common with other homes, the menu 
continues to emphasise a high calorie diet designed to promote weight gain, an emphasis 
that continued into the 1970s. Convalescent homes considered weight gain to be an 
important indicator of therapeutic efficacy. It was frequently used by homes as an 
independent measure of their success. In the absence of the technical apparatus to weigh 
children, homes called on other tangible demonstrations of weight gain. The 1890, annual 
report for St Mary's Convalescent Home recalled that 'one little patient declared, "Why I've 
got so fat, Mother won't know me now. She will laugh when she sees that big let-out in my 
frock!"'211 While another 'little parting guest said, "I'm so rosy now, my cheeks are like two 
fat apples."'212 The use of these accounts in published material suggests that convalescent 
homes did not necessarily aim to get children to an ideal, healthy weight; rather they aimed 
to make them 'fat'.213 The reason for promoting substantial weight gain was not stated in 
the primary sources, but it likely that it was considered a way of sending children home with 
some additional physical reserves that could continue to be drawn on, thus, extending the 
therapeutic benefits of convalescence.  
 Homes came to increasingly rely on technical weighing apparatus rather than 
anecdotal observation, and from the late nineteenth century most homes routinely 
accurately measured children's weights with scales, and used the measurements as a way 
of assessing a child’s wellbeing. Entries in medical case notes often conflated a child's 
recovery with weight gain, observing that a patient was 'doing well, gaining weight' or had 
'gained weight, ready for home'.214 Conversely, patients who failed to gained weight were 
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identified as requiring additional food and dietary supplements, such as, cod liver oil and 
malt.215 The relationship between a child's weight and medical notions of well-being is an 
established historiographical theme.216 Lawrence Weaver argues that the technologies and 
scientific rituals associated with weighing and measuring in welfare clinics were essential 
components of promoting notions of the ‘normal’ child and establishing medicine and 
science as the primary authority in children’s health care.217 Feminist historians have argued 
that a child’s failure to reach the desired target weight resulted in maternal child-rearing 
practices being scrutinized, and their whole moral character called into questioned. 218  
 The emphasis placed by convalescent homes on promoting, monitoring, and 
recording - even anecdotally - weight gain from the 1860s, demonstrates that their 
perceived importance predates the establishment of child welfare clinics. Furthermore, the 
widespread practice of weighing children within an institutional setting indicates that the 
adoption of weighing scales and growth charts transcended their roles as devices of 
maternal scrutiny. Instead, they were manifestations of a longstanding practice among 
medical practitioners of using weight as a primary indicator of a child’s health. To date, the 
extent to which children's weights were measured and recorded within institutional 
residential care settings has not received scholarly attention. Yet, the widespread practice 
by children's convalescent homes suggests that it would be informative to observe the 
adoption of health care technologies; and the implementation of health and welfare 
policies across various settings to fully comprehend their significance and the objectives of 
historical actors.219 
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 The importance of diet for convalescent children was constantly mentioned in the 
annual reports and other documentary material relating to convalescent homes. The 
content and quality of children's meals was overseen by the matron in charge of the home, 
and in some of the smaller homes, she was also responsible for preparing meals.220 The 
preparation of meals by the most senior member of nursing staff testifies to the importance 
attached to a nutritious diet. The beneficial effects of food were augmented by the 
prescription of dietary supplements that where considered to occupy a meeting point 
between drugs and food. Cod liver oil, the most commonly prescribed supplement was 
referred to as a 'drug-food', illustrating that long before the discovery of vitamins, food was 
understood to have medicinal properties.221  
 The extensive use of cod liver oil is particularly interesting, as it was not confined to 
a particular group of patients, and like a nutritious diet, all patients were thought to benefit 
from it. In 1891, the prescription of cod liver oil for Fred Davies was considered to be 
'ordinary management'; in 1941, it was considered 'routine convalescence' for Frederick 
Clarke; and its use for Kenneth Lewington in 1946, was considered 'general 
management'.222 Despite the characterisation as 'ordinary', ‘routine', and 'general', the use 
of cod liver oil was imbued with importance through the rituals and rules that were 
associated with it daily administration. In describing the daily distribution of cod liver oil, 
the annual report for St Mary's presents a small dramatic tableau to its readers.   
 
A row of children stand, all expectant, against the wall waiting for the ceremony to begin. The 
'medicine-woman' stands by the table and presents each child, as it approaches, with a goody. 
Before eating it, however, each one it expected to swallow a mug full of the oil. This is done by 
all with more or less of effort.223 
 
The depiction of a ceremony with expectant children suggests that although the 
prescription of cod liver oil was viewed as ordinary, it was simultaneously recognised as 
being an important aspect of a child’s treatment. This observation raises interesting 
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questions concerning medical understandings of its therapeutic value. During the second 
half of the nineteenth century, medical consensus viewed the main benefit of cod liver oil 
as the provision of additional, easily absorbed fat which added 'vigour' and 'strengthened' 
patients.224 In 1894, John Bennett, observed that by 'taking a considerable quantity of [cod 
liver] oil, a large proportion is at once assimilated'.225 However, by the late 1920s, the 
vitamin D content of cod liver oil and its beneficial effect on rickets had been discovered.226 
At the same time convalescent homes began to use this new scientific knowledge as their 
rationale for prescribing cod liver oil. The 1932, Medical Report for The Queens Hospital for 
Children and the Little Folks Home noted 'an increase in the number of children with rickets 
this year was successfully treated with vitamin D obtained from cod liver oil'.227 Hence, 
although the clinical practice of prescribing cod liver oil and the importance attached to its 
use were unchanged between 1870 and 1950, there was a marked change in the scientific 
rationale for its use. Importantly, this demonstrates the influence of developments in 
scientific knowledge on clinical practice, even when there was no discernible change in the 
day to day management of children. 
 In general, the beneficial effects of diet were not believed to work in isolation, and it 
was understood that the maximum benefit could be gained by attention to all aspects of a 
child's routine. Meals should not be served too early or too late in the day, and a period of 
rest was required after eating to aid digestion. Meanwhile, fresh air increased the appetite, 
aided digestion, and exposure to sunlight promoted the synthesis of vitamin D. The 
relationship with diet and the therapies of rest and fresh air will now be considered in turn.  
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An essential element of convalescence was ensuring that children had the correct balance 
between rest and activity. Because a child's rest requirements were thought to vary 
according to their particular illness and stage of convalescence, achieving this balance was a 
delicate process. Diseases such as rheumatism, scarlatina, and diphtheria were thought to 
require extensive periods of strict bed rest, while chorea, pneumonia, and rickets were 
considered to benefit from early mobilisation and gentle exercise interspersed with rest 
periods.228 As children admitted to convalescent homes were usually well established in 
their recovery, they tended not to require extensive periods of bed rest or special 
mobilisation precautions. Instead, the majority of children experienced a routine of rest 
periods and moderate activity. 
 Children's daily routines were organised according to a strict timetable that 
regulated their daily activities, including when they rested and slept. The practice of 
regulating rest periods reflected contemporary medical guidance for the management of 
convalescent children. In her popular textbook for sick children's nurses Gladys Sellew 
observed the importance of incorporating rest periods into the daily routine. 
 
Once a key stage of the illness is over and the child shows signs of his normal activity, frequently 
too much is taken for granted. He becomes quickly tired, possibly fretful on account of this, 
activity must be encouraged without fatigue. And because of this, additional rest periods, which 
need not necessarily be sleep periods, have to be sandwiched into the day's programme.229 
 
The timetables published by homes were all remarkably similar to each other and were 
consistent across the period of study. All of the homes surveyed had a rest period 
immediately after lunch, usually lasting for one hour. During the daytime rest period 
children did not retire to bed, instead, they rested on mattresses or camp beds erected 
in playrooms or sun rooms. In fine weather, with the aim of increasing children's 
exposure to fresh air and sunshine, windows were opened wide, and in some homes, 
children slept outside on verandas or in the grounds.  
 Bedtime varied between 6pm and 8pm, depending on a child's age. In homes 
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where bedtimes were particularly early, children were often served with warm milk or 
cocoa and bread-and-butter in bed.230 It is likely that the practice of feeding children in 
bed suited staffing rotas. In most homes a single night nurse came on duty between 
7pm and 8pm, thus, it would be necessary for children to be washed, undressed, put to 
bed, and given supper by the more numerous day staff. All the homes woke children 
between 7am and 7:30am; once again these times coincided with staff rotas, with the 
more numerous day shift commonly arriving at 7am. Children were usually in bed for 
between ten and twelve hours, during which time they were required to remain in bed 
and not talk. Although such rules were ostensibly designed to make children rest, they 
would also have made a dormitory of up to thirty children easier for a single night nurse 
to manage. In this way, it is possible to see that the routines of homes were not only 
designed to provide the optimal amount of rest required by convalescent children, but 
also to optimize limited staffing resources.  
 The provision of care within a strictly regulated environment appears to 
contradict the sentimental portrayal of sick children within the administrative records of 
homes. However, the rules associated with children's daily routines either reflected 
contemporary understandings of children's needs, such as, the prohibition of parental 
visiting, or they were associated with the smooth running of an institution caring for 
multiple children. The need to reconcile the care of sentimentalised sick children with 
the provision of professional care by nurses and doctors, reveals one of the central 
conceptual tensions of children's convalescent homes that will be explored later in this 
chapter. It is also important to note that the prominent display of rules and daily 
timetables in annual reports, directories, and on the back of admission slips indicates 
that a strictly regulated approach represented what was thought to be the ideal scheme 
of care for a convalescent child. Furthermore, comments in annual reports and medical 
reports reveal a commonly held belief that working-class parents allowed their children 
to keep 'irregular hours' and ‘lacked routine’; as a result of which, children experienced 
a lack of sleep and an increased propensity to ill health.231 Thus, homes viewed their 
adherence to regular hours as an essential means of ensuring that children received 
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adequate rest periods, while also providing care that conformed to middle-class 
standards, and inculcated habits that would, hopefully, continue once a child was 
discharged home.232 Arguably, all of these factors would appeal to would-be sponsors, 
and were worth displaying prominently in published material. 
 The need for rest applied to children's minds as much as their physical bodies, 
and homes were careful not to 'overtax' children with intellectual pursuits that could 
lead to 'mental exhaustion'.233 This cautious approach to mental stimulation was evident 
in the education provided to children during convalescence. Although the great majority 
of homes advertised their possession of a library or a good supply of books, suggesting 
that children’s education in some form was an important consideration for home 
administrators and sponsors, very few homes employed a school teacher or offered any 
access to formal education.234 Before the Second World War less than 2% of homes 
provided formal education; this gradually increased following the War to 16% in 1955. 
However, children usually only received lessons for half of the day, and these lessons 
emphasised craft-based activities, such as, basket making and sewing. This emphasis 
was likely to reflect a desire not to overtax children mentally; but it may also reflect 
beliefs around the type of education that was best suited to working-class children (the 
emphasis on craft-based activities mirrored the structure of post-war secondary modern 
education that emphasised skills training and basic education). 
 Even though the therapeutic value of rest was stressed, it was understood that 
convalescence should involve a period of active rehabilitation.235 Writing in the Lancet in 
1952, Frank Falkner, emphasised that although 'rest was considered to be an outstanding 
requirement, it was possible to order too much, resulting in a child's restlessness and 
unhappiness’.236 Too much rest could also result in the atrophy of muscles by disuse; for 
this reason gently increasing physical activity was considered to be most beneficial for 
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convalescent children.237 There was no evidence that physical exercise programmes were 
incorporated into the regimes of homes, but there were frequent mentions of children 
being taken on daily walks to a local town or beach. It is likely that these walks were 
understood to serve a dual purpose of providing gentle exercise and increasing 
children's exposure to fresh air.238 
 The lack of emphasis placed by homes on organised exercise programmes 
complicates scholarship by Ina Zweiniger-Bargielowska emphasising the public and political 
importance attached to programmes of physical fitness in response to concerns over 
national degeneration, urbanity, and Imperial fitness. She argues that the ideology and 
practice of attaining physical fitness were threaded through British cultural institutions over 
an extended period of time, and that the cultivation of health was understood as a moral 
and civic responsibility.239 However, the lack of exercise programmes in institutions that 
aimed to promote the health of children, suggests that the ideology of physical exercise and 
fitness was not as widespread or as rigidly applied as Zweiniger-Bargielowska suggests. This 
observation supports scholarship by Simon Szreter and Kate Fisher who question both the 
timing and extent to which this ideology was taken-up by the population at large.240 
Nonetheless, the practice by children's convalescent homes of combining gentle exercise 
with taking fresh air draws attention to the possibility that the attainment of physical fitness 
was less overtly organised than Zweiniger-Bargielowska suggests, and instead, it was subtly 
threaded through various daily activities and routines.   
 
Fresh Air 
An abundant supply of fresh air was viewed as the most important component of a child's 
convalescent treatment.241 Comparing the restorative properties of fresh air with the 
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efficacy of medical care, the Chief Medical Officer for The Hospital for Sick Children 
observed that their 'little sufferers need fresh air more than medical care to perfect their 
recovery'.242 As such, the quality of a locale’s air was a major factor in determining where 
homes were situated. Although some authorities expressed a preference for either sea or 
country air, the most important consideration was that it was free from pollution.243 The air 
surrounding convalescent homes was frequently compared to the polluted air of London. 
The Medical Officer for the East London Hospital for Children, noted that their patients 
'exchange[d] the noisome air of Lime House, Hoxton and Shadwell for the fresh air of 
Kent'.244 Similarly, the Chairman of Great Ormond Street Hospital stated that their 
convalescent home provided patients with ‘prolonged care and rest, with fresh air. Which 
poor town bred children need so greatly'.245 The idea that children's health benefited from 
a change of air was not unique to convalescent treatment and was one of the principal 
therapies provided by open air schools and tuberculosis sanatoria.246 Like convalescent 
homes, both of these institutions combined fresh air with a nutritious diet and a regime of 
rest to promote good health. Exposure to fresh air was also understood to have 
preventative properties. In her study of the school journey movement, Hester Barron, has 
demonstrated that urban school children were exposed to fresh air during a one or two 
week school trip with the objective of maintaining and promoting good health.247  
 The benefits of fresh air were widely mentioned in medical text, patients’ case 
notes, and the administrative records of homes, but the mechanisms by which air achieved 
any therapeutic effect were not discussed. James Walvin has argued that the importance 
attributed to fresh air stemmed, in large measure, from a Victorian concern with 
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pulmonary diseases, particularly tuberculosis.248 While this is undoubtedly true, fresh air 
was advocated as a treatment for diseases affecting every system of the body, not just 
the respiratory system. This suggests that the reasons for its advocacy were more 
complex, and it is more informative to view the position of air within the wider medical 
understandings of disease causation. During the mid to late nineteenth century, miasma 
theory held that disease causing agents could be spontaneously generated from chemical 
ferments produced by decaying filth.249 When referring to the benefits of fresh air, 
contemporary observers not only referred to the polluted air of London, but also the 
'noisome' air of children's familial homes that was perceived to be laden with diseases that 
could affect every system of the body.250 The 1873, annual report for the East London 
Hospital for Children noted that 'the change of air and scenery, from the foetid atmosphere' 
of children's familial homes restored children to health.251 While the 1883, Annual report 
for the Hospital for Sick Children observed that their convalescent home provided patients 
'for the first time a pure atmosphere and perfectly healthy conditions of life'.252 Thus, 
removing children from foetid atmospheres to pure atmospheres reduced their overall 
exposure to disease causing agents. 
 From the late nineteenth century this characterisation was supported by the advent 
of germ theory, which advocated links between specific microbes and specific diseases.253 
Germ theory placed the human body at the centre of the infectious process, resulting in a 
shift in emphasis from municipal disease prevention to an onus on the role of the individual 
and the individual household.254 The 1920, lecture notes of Health Visitor Barnes illustrates 
how new scientific discoveries supported old pejorative judgements about the lives and 
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homes of the poor; she notes that ‘the lack of general hygiene in the way of living, 
insufficient food, malnutrition, want of fresh air, want of sleep, bad personal habits ... 
leaves the body susceptible to infection.’255 In this way, shifting doctrines of disease 
causation consistently characterised the homes of the poor as places that were laden with 
disease. By removing children from such hazardous environments the possibility of an 
already weakened child contracting a concomitant infection was reduced. Thereby, 
although the provision of fresh air as a therapy was consistent between 1860 and 1970, the 
scientific and medical rationale supporting its provision changed in response to 
developments in the understanding of disease causation.   
 The phrase 'a change of air' was widely used to represent the difference between 
inner-city pollution and the fresh air of the country.256 Several convalescent homes 
suggested that the air surrounding their homes possessed distinctive qualities, for instance, 
bracing sea air, cool country air, fresh sea breezes, and pure air. While homes often 
emphasised these distinctive qualities, they did not elaborate on their supposed 
therapeutic benefits. What is more, as homes did not specialise in particular categories of 
patient according to their surrounding air, it would imply that such descriptions were forms 
of advertising. From a therapeutic perspective, the emphasis of all homes, no matter the 
character of their surrounding air, was to maximise children's exposure to the open air. This 
was achieved both by the structural design of homes and by increasing the amount of time 
that children spent outside.  
 Mechanisms to promote the circulation of air through the rooms and corridors 
of homes were incorporated into their structural design. The plans for Bayley 
Convalescent Home show the use of large windows and folding doors to ensure good 
air flow thorough the building (Figure 3.7). Medical staff were frequently consulted by 
hospital administrators to ensure that the design of homes provided sufficient air for 
each patient. The Medical Officer for the Children's Hospital at Shadwell, advised the 
hospital’s Convalescent Home Committee that for each child, '800 cubic ft. with a 
height of 10ft. ... would be sufficient, if there be adequate ventilation.'257 He further 
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suggested that ventilation was best achieved by 'windows so arranged that rooms may 
be thoroughly aired by cross draughts'.258 The involvement of medical staff in 
prescribing the precise minimum standards for air and ventilation demonstrates the 
degree to which air was considered a medical therapy, with scientific knowledge and 




Figure 3.7. The plans for Bayley Convalescent Home show the use of large windows and folding doors to 
ensure good air flow thorough the building. 
 
 Children's exposure to fresh air was maximised by the use of outside shelters or 
verandas in which they played during inclement weather and slept during the warmer 
months. The sheltered South Coast location of many homes meant children often slept 
outside from early spring to late autumn.259 Sponsors and Administrators went to great 
lengths to secure a healthy, warm location for their home. The Convalescent Home 
Committee for The Little Folks Home considered four different sites for their proposed 
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convalescent home, making several trips from London to the South Coast before they 
settled on a location in Bognor Regis, due to it sheltered position, even though the 
house and land was more expensive than other sites.260  
 The grounds surrounding homes were also valued for their aesthetic properties. 
In describing their home, the matron in charge of St Mary's Convalescent Home unites 
therapies and location within the setting of their 'beautiful home'. 
 
Then, out of doors, the easy staircases into the garden, grounds and beyond, where there is the 
free stretch of the English Channel, with its pure air and gentle winds to rejuvenate the most 
wearied of little bodies. A walk along the shore at the water's edge livens both bodies and 
spirits, all children love the sea - its freedom, its lavish show of playthings, its brightness, its 
changes. The sea air makes our little convalescents very hungry. A return to the cosy fireside 
glow of our Home finds particular attention paid to the tables laid with foods all chosen for their 
reviving influence.261 
 
The quotation from St Mary's Annual Report demonstrates how the therapies of air, 
rest, and diet were understood to work together and increase their individual 
effectiveness. Their perceived symbiosis was consistent throughout the history of 
convalescent homes. Moreover, although the importance attached to these three 
therapies remained consistent, medical understandings of their composition was not 
static; and both the nature of therapies and the rationale for their use changed subtly 
to reflect scientific and medical developments. The above quotation draws attention to 
the influence of environment in a child's recovery. The correct environment was 
understood to augment therapeutic effect; however, environment was also understood 
to have important characteristics beyond its therapeutic utility that determined the 
internal spaces and material culture of children’s convalescent homes . 
 
Spaces 
The benefits attained from institutional convalescence were not perceived as being 
confined to the effect on children's bodies. The interiors of homes were imagined to 
provide powerful and influential spaces for the development of children's moral and 
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spiritual characters.262 Homes tended to emphasise middle-class domesticity, using their 
idealised 'home-like' environment as a medium to model children's behaviour. Stories of 
individual children were frequently used to illustrate how the fusion of therapeutic and 
domestic spaces provided a uniquely restorative environment that promoted physical, 
moral, and spiritual health in the short and longer term.  
 
Lillie has a sad story to tell about home. 'Father don't do nofink all day 'cept play at cards and 
sometimes beat us children. One of my sisters hits me too. Mother has to do all the work. She 
works ever so hard. She sent me here to get fat,' she says, and certainly she looks as if a strong 
gust of wind would blow her quite away. ... Like so many others, Lillie will indeed be given 
ample care in our beautiful Home, where full provision is made for the joy and comfort of the 
young convalescents - the bright, finely proportioned wards and balconies, in which all children 
can recover and gain something of the life and joy of happy a childhood. When she leaves us she 
will take back with her, besides restored health, a fund of delight for remembrances of our 
beautiful Home. 263  
 
The account of the benefits received by Lillie, add depth to historical interpretations that 
stress the civilising mission of Victorian and Edwardian child care institutions. It draws into 
focus contemporary narratives of inadequate working-class homes and juxtaposes them to 
an idealised home environment; suggesting that certain material components were believed 
to be essential for children's spiritual and corporeal wellbeing. In this way, the benefits of 
children's convalescent homes were bonded to their occupation of an idealised domestic 
space that extended beyond their therapeutic effect.  
 The practice of eliding domestic and therapeutic spaces was not exclusive to 
children's convalescent homes. In his study of adult psychiatric convalescent homes, 
Stephen Soanes emphasises their liminal position, providing patients with a transitional 
form of care between institution and domestic experiences of community. More broadly, 
several historians have drawn attention to the increasing preference for family-based 
systems of care for vulnerable and poor children in the second half of the nineteenth 
century.264 Lydia Murdoch and Claudia Soares describe the growing support among 
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reformers for children to be cared for within the cottage home system rather than large 
barrack type institutions.265 These homes tended to be smaller, housing between six and 
twenty children; providing care based on a family model, with matrons and masters 
adopting the names of mother and father reflecting the increasing ideological importance 
attached to ideas of the family, domesticity, and home.266 
 Other scholarship has explored how domesticity and home infused institutional 
ideology.267 Central to this analysis is the ways in which the material culture of institutions 
was created and shaped by a combination of idealised notions of domesticity and 
institutional objectives.268 Much of this work has focussed on the experience of adults, and 
with the exception of public schools, few studies of institutions for children have explored 
the relationship between domestic and material culture; beyond the influence of middle-
class values on the cultures within homes.269 One notable exception to this is the recent 
work of Claudia Soares, who has examined how the material world was used to manifest 
ideas of home and ‘homeliness’ in the cottage home system operated by the Waifs and 
Strays society.270  
 The use of material culture to create a domestic, home-like space was present from 
the earliest development of children's convalescent homes, thus, preceding its use in other 
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children's institutions 271 Cromwell House, was established in 1869, by the Hospital for Sick 
children, and immediately sought to create an idealised home-like environment by 
furnishing the home with sofas, curtains, lamps, and other trapping of Victorian middle-
class domesticity. The Illustrated London News informed its readers that Cromwell House 
provided ‘kindly nursing ... for little suffering children' in a home of 'handsome proportions 
and ... richly decorated'.272 It is possible to offer three explanations why ideas of 
institutional domesticity can be discerned earlier in convalescent homes than in other forms 
of children's institutions. Firstly, as shown in chapter one of this thesis, sick children 
occupied a more romanticised place in the imagination of sponsors and reformers than 
children who were orphans, homeless or in general need of poverty relief. As such, sick 
children were perceived within a fragile and more deserving framework, in which they 
required nurturing rather than control or correction. Evelyn Whitaker observed that in 'all 
the misery of ' Outcast London,' there is none so heartrending as the sorrow and suffering 
of the little children ... when the opportunity occurred of starting a cottage convalescent 
home for little children, we seized it gladly.'273 Clearly, this was a conceptual space that lent 
itself to the care of children within a domestic home-like environment rather than a 
corrective institution.  
 Secondly, as discussed in chapter one of this thesis, it is possible to suggest that 
children's convalescent homes were early indicators of changing social values. Whitaker 
described her 'misgivings and grim forebodings' that her humble convalescent home might 
'grow into an unmanageable monster ... of larger institutions'. 274 This suggests that due to 
their relatively small size, homes had dynamic administrative structures that were 
unfettered by the bureaucracy of larger institutions. As such, they responded quickly to 
changing social values, and can be viewed to act as a barometer of change. Lastly, the 
familial home remained the preferred environment for the medical care of middle-class and 
wealthy patients until the first decades of the twentieth century. For this reason, medical 
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understandings of the ideal recuperative environment were shaped by middle-class ideas of 
home. Children's convalescent homes, therefore, sought to adopt a system of institutional 
domesticity for a variety of reasons, and in doing so they recreated the domestic interiors of 
middle-class familial homes. 
 
Material culture 
The material culture of children's convalescent homes, and the relationship between 
domestic and therapeutic spaces can be explored by examining photographs of their 
interiors.275 The 1882, photograph of a dormitory at St Mary's Convalescent Home indicates 
that the interiors of the home were designed to create a sense of ordered middle-class 
domesticity (Figure 3.8.). The dormitory is tidy with children's beds arranged around the 
perimeter of the room allowing for a central, social space in which children can interact, 
play, and gather together in a family-like group. Each bed is of a similar size indicating that 
children slept in age-specific rooms, and the presence of cot sides to prevent children falling 
out of bed, suggests that this room was for a younger age group. All of the beds are 
meticulously covered with good quality counterpanes, in what appear to be bright colours. 
Making a bed with a counterpane would have required a great deal more effort than one 
made simply with blankets; this, taken with the colours and quality of the counterpanes, 
suggests that the room's presentation was an important consideration. The large number of 
toys indicates that the room also served as a space for children to play for significant 
periods of time, and it would seem likely that children spent a great part of their day in the 
dormitory. In this case, the counterpanes would have served to create uniformity and 
tidiness; and secondly, they would have kept the bed linen clean while children played in 
the room during the day. This observation demonstrates how homes used material culture 
not only as a means to create a home-like environment, but also to reconcile the 
multiplicity of functions that institutional spaces were required to perform. 
The toys pictured are of a good quality. However, as the photograph was included in 
a publication for sponsors, it is likely that the room was carefully prepared to represent a 
desired image; and these toys may not represent what was ordinarily available for children 
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to play with. Nonetheless, even if this is the case, the photograph informs us of what was 
conceived as the ideal type and standard of toys for children. The toys pictured are 
interesting as they represent middle-class values of the idealised home. The tea set is 
complete with cups, saucers, milk jug, sugar bowl, teapot, teaspoons, and napkins. It has 
been carefully placed on a small table with chairs either side, all coming together to 
represents a miniature domestic scene. As it is unlikely that this degree of formality was 
present in patients' familial homes, the use of toys provided children with the opportunity 
to act out and practice the domestic systems they observed in the convalescent home, 




Figure 3.8. Photograph of children's dormitory at St Mary's Convalescent Home, 1882. 
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 In the photograph it is clear that notions of beauty and comfort have been used to 
construct an atmosphere of homeliness. Deborah Cohen has shown that during the last half 
of the nineteenth century a combination of rising incomes, falling prices of luxury items, and 
a weakening of evangelical austerity made the acquisition of material possessions more 
acceptable and popular among the middle-classes.277 Changes in the expression of middle-
class taste can been seen in the material culture of the dormitory of St Mary's, which tends 
towards luxury. The bottom half of the walls are wallpapered with images of flowers and a 
frieze of children at play, this would have been a more expensive option than utilitarian 
plain painted walls. The mantle above the fire contains an assortment of photographs and 
decorative ornaments that combine to give the room a sense of intimacy, homeliness, and 
luxury. Large paintings adorn the walls, adding interest, and reducing the austerity of the 
high ceiling. They also demonstrate how the material culture was didactic, often imbued 
with religious and moral characteristics.278 The largest picture above the beds clearly 
depicts a young woman knelt in prayer; the picture above the door shows a young girl 
engaged in the kindly pursuit of caring for animals - both behaviours would have been 
considered desirable and worth inculcating in children. Cohen suggests that the use of 
material culture in this way functioned as a means to reconcile displays of material 
prosperity with Christian values of self-denial and austerity.279 However, it remains 
interesting that secular changes in the expression of middle-class taste are apparent in a 
home owned by a religious sisterhood, and suggest that there was a high degree of 
permeability across cultural settings. 
 The largest picture in the room is situated above the fireplace, and depicts the Virgin 
Mary. The prominent display of this picture in a home administered by an Anglican 
sisterhood, and its positioning above the fireplace, which functioned as the metaphorical 
heart of a home, suggests that the representation of the Virgin Mary was not conceived in 
purely religious terms, but that she also represented an idealised mother figure for children 
that were away from their familial homes and biological mothers.280 The painting situated 
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closest to the windows does not appear to be didactic, but rather, it is a country scene 
placed as an object of beauty reflecting the countryside surrounding the home. 
 The room has very large windows allowing children to view the grounds beyond, and 
allowing therapeutic light and fresh air in to the room. The bright, airy feel to the room 
would have been extended during the autumn and winter months by the decorative ceiling 
light. Frank Trentmann has suggested that services such as gas lighting in the 1870s and 80s 
were conceived as services of comfort and luxury.281 The thick curtains at the window added 
to feelings of comfort by preventing children experiencing cold drafts during the winter or 
by being prematurely woken by early sunrises in the summer months. Gas lighting and 
heavy curtains were expensive items, and their provision signifies that children's comfort 
and need for rest were important considerations in the materiality of the room; rather than 
rooms being a simple idealised replication of a middle-class home. 
 In conjunction with the creation of a comfortable and home-like space, the 
dormitory was functional, designed to care for multiple children. Each bed has its own chair 
and there are also chairs in the middle of the room, indicating again that it was a communal 
space where children could come together and play. All of the chairs, apart from one, are 
small and designed specifically for the use of children under the age of approximately six 
years. The only adult chair is set slightly apart with its back to the wall, suggesting that the 
children were constantly supervised by a member of staff. The specific seating 
arrangements indicates that there was a separation of child and adult spaces and, like 
middle-class Victorian homes, there were clear spatial boundaries designating separate 
spheres for children and adults. This spatial division is supported by the glimpse of the wider 
home that can be gained through the open door. The decor and lack of children's toys 
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beyond the open door indicates that this is an adult space, and the shadows in the 
photograph add to the sensation that outside of the dormitory was not a space in which 
children played or lingered. 
 It is noteworthy that the dormitory was photographed without occupants, 
particularly as patients were commonly used as emotive props in the fundraising ephemera 
produced by children's convalescent homes. The absence of children in this photograph, 
and the corresponding emphasis on the materiality of the dormitory, suggests that the 
material culture of the home was an important concern for sponsors that was expected to 
conform to exact standards. The presence of exacting standards is similarly demonstrated in 
the later photograph of the dining room of Beech Hill Convalescent Home, taken in the 
early 1950s (Figure 3.9). The study of dining room design is revealing as it was one of the 
few spaces where children of all ages met and engaged in a communal activity; this allows a 
comparison to be made of staff's understanding of children's domestic needs across a range 








 Nurses feature prominently in the photograph of Beech Hill. Yet, they assume a 
secondary role to the children, mainly positioned on the periphery of the room observing 
and monitoring children's behaviour. The adult nursing staff are not eating. Instead, they 
appear to be controlling the children, observing, monitoring, and ensuring a desired level of 
behaviour. Different dining arrangements for staff and children suggest that nurses and 
patients continued to occupy conceptually and temporally separate spaces into the 1950s. 
This is in contrast to the practices of other children's institutions where staff adopted the 
roles of mother and father eating with children in a 'family' group.282 The obvious division 
between nurses and patients, with no effort to simulate parental roles, indicates that 
nurses were concerned to maintain a professional distance from their patients, adopting 
the nursing role of monitoring and ensuring adequate food intake. The emphasis placed on 
professional distance and the accomplishment of tasks corresponded with the expected 
conduct of nurses within a hospital setting. Hence the photograph provides a visual 
representation of the tension between the conceptual need to care for a sentimentalised 
sick child in a domestic setting, with the requirements of a professional, therapeutic, 
institutional space.  
 In the photograph, children sit neatly at dining tables segregated by age. 
Adaptations to dining arrangements are made according to age group, with toddlers fed in 
high chairs, younger children sitting at small tables, and older children at adult size tables. 
The dining tables are covered in bright tablecloths and each table has its own supply of 
napkins that have been prominently positioned to show their availability to the camera. 
Compared to uncovered tables that could easily be wiped clean, the use of tablecloths and 
napkins would have significantly added to the labour involved with arranging meal times. 
Thus, their use suggests that they were considered to serve an important function within 
the dining experience. 
 In their text book for student nurses Gladys Sellew and Mary Pepper note that 
'colourful napkins, straws, or small favours arouses interest and make mealtimes something 
to anticipate', and encourage children to eat and develop 'good food habits'.283 Ellen Ross 
has demonstrated that tablecloths were a common feature in middle-class homes, and 
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were also a sign of working-class respectability.284 Correspondingly, Claudia Soares notes 
that white table linen was as a marker of high standards in the Victorian Waifs and Strays 
Homes. 285 It is likely then, that the use of tablecloths and napkins in children's convalescent 
homes were designed to encourage children to eat well, and at the same time, they were 
an important mechanism by which homes displayed their high standard of care, and 
encouraged good manners and respectability in children.  
 Although, at first, the material culture of the dining room appears to be more 
utilitarian than the earlier photograph of a dormitory at St Mary's; it is likely that the decor 
reflects the more functional designs of the 1950s, compared to the opulence of Victorian 
fashion. Despite the more functional design, the use of attractive curtains, floral table 
cloths, napkins, flowers, and bowls of fruit attractively presented on tables, adds decoration 
and suggests that consideration of the materiality of the room extended beyond its utility. 
Claudia Soares has described the use of similar decorative aspects as a means of conveying 
beauty and homeliness in children's care homes.286 Moreover, she suggests that the desire 
to create beautiful interiors was synonymous with a belief that such beauty could alleviate 
and compensate for the perceived inadequacies of children's familial homes, whilst also 
facilitating children's moral development.287 The use of table linen, fine objects, and the 
close observation by nursing staff suggests that convalescent homes similarly sought to 
maintain and instil a certain standard of behaviour through the use of material culture. The 
presence of decorative items in both mid-nineteenth- and mid- twentieth- century 
convalescent homes indicates a continuity of these ideas and practices across the period of 
study. What is more, the prominent representation of items designed to 'improve' or 
'civilise' children in photographs designed for the consumption of sponsors, suggests that 
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The period of convalescence was recognised as being difficult to define, broadly speaking it 
was considered to be the period after patients had passed the acute stage of their illness 
but still required some form of medical and nursing supervision during the latter stages of 
their recovery. Despite the difficulty of definition convalescence was considered to be 
'simply indispensable to the sound recovery' of patients.288 However, institutional 
convalescence for children was only conceived as necessary for working-class children, 
suggesting that the elements necessary for a 'sound recovery’ were available or could be 
provided for in middle-class homes and families. 
 Historians have argued that the increasingly scientific approach to childcare 
increased medical authority and correspondingly reduced paternal, especially maternal, 
authority. Yet, this chapter has demonstrated that from their inception children's 
convalescent homes emphasised natural wholesome care to ‘nurture and return to good 
health'.289 The main components of this care were understood to consist of nutritious food, 
rest, and fresh air. The continued provision of such simple, natural care suggests that 
medical authority was more complex than the simple ascendancy of scientific knowledge 
and authority. Medical advocacy for children's institutional convalescence provides a 
deeper insight into medical authority by facilitating study over an extended period of time. 
Unlike studies of health care treatments that underwent a period of rapid therapeutic 
change, children's convalescence provides a relatively stable therapeutic canvas upon which 
to explore the growing influence of science, and its relationship with medical power. More 
importantly, the natural character of convalescent therapies makes it possible to look 
beyond the influence of scientific advances which required specialised medical knowledge 
and therapeutic spaces. By adopting a deeply contextualised approach it is clear that 
traditional medical practices were accommodated within new scientific knowledge; and this 
maintained therapeutic continuity and augmented medical authority.  
 The influence of traditional medical belief systems on understandings of health has 
become a popular subject for scholars across a variety of disciplines.290 The conventional 
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polarisation of biomedicine and traditional health beliefs has been challenged by historians, 
who note that despite the widespread acceptance of germ theory, miasma theory 
continued to be influential in understandings of disease causation into the twentieth 
century.291 In addition to the persistence of miasma-based understanding of health, many 
historians have pointed to the continued influence of the older scheme of humoral 
theory.292 In her study of working-class Lancashire health culture, Lucinda McCray Beier, 
suggests that beliefs based on humoral ideas were a significant influence until the Second 
World War.293 However, the use of new scientific knowledge to support the continued use 
of traditional therapies in convalescent homes may challenge whether traditional beliefs 
continued to be as influential as Beier suggests; and more work is required that explores 
what historical actors understood by their use of traditional therapies, rather than simply 
observing the persistence of certain therapies.  
 The continuity of therapies provided by children's convalescent homes suggests that 
they achieved a considerable degree of clinical efficacy, and, therefore, medical advocacy. 
Yet, as demonstrated, the treatment provided by homes was characterised as being 
'ordinary' and 'nothing special'. This characterisation could be taken to indicate that 
convalescent homes were not considered to provide any significant or noteworthy forms of 
care or, on the other hand, it could indicate that they occupied such a specific and central 
place in medical understandings of children's recovery from illness that an in-depth 
explanation of its meaning and requirements was not necessary. Besides its position in 
medical orthodoxy convalescence occupied a central place in the minds of the general 
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public; writing to the Telegraph Herbert Paterson described the 'inestimable boon to the 
sick of fresh country air'.294 Accordingly the benefits achieved from institutional 
convalescence were well-accepted and understood in both medical and lay arenas. 
 The importance of convalescence extended beyond its effect on children's physical 
bodies. The main therapies of diet, rest and fresh air were seen to work in unison providing 
a distinct therapeutic experience that was intimately linked to the unique character of the 
convalescent home. By caring for children within a homelike environment the therapeutic 
purpose of convalescence was extended to incorporate civilising and moralising objectives 
achieved through the homes’ materiality. This practice demonstrates the ways in which 
the therapies provided by homes constituted a seamless therapeutic experience. 
Yet, importantly, the emphasis of institutional convalescence was the physical restoration 
of children, and unlike other children's institutions that fostered and simulated ideas of 
family groups, convalescent homes maintained clear temporal and conceptual boundaries 
between nurses and patients. This separation conformed to the expected conduct of nurses 
and patients within a hospital setting; and suggests that inherent tensions existed within 
combined professional, therapeutic, and domestic spaces. These tensions will be explored 



















Chapter Four - Introduction to Section Two 
 
We hadn’t been able to see him while he was away; the doctor said it was, em, for the best. You 
see, they said he needed to be looked after to, em, make sure that he recovered properly ... 
When he came home it was just like he had never been away ... But during dinner he spilt some 
gravy on the table, (pause) he, em, without a word he just got up out of his chair and went to 
the corner of the room. (Long pause, clears throat) He just stood there in the corner facing the 
wall in total silence. I looked at my husband and we both cried (Interviewee becomes very 
distressed and begins to weep). Peggy 295 
 
Peggy's four-year-old son, Robert, was admitted to a convalescent home for three months 
in 1950. In the above extract from her oral history interview she recalled his first evening 
after returning to his familial home. Peggy's testimony illustrates how studying 
remembered experiences of convalescence provides a prism through which to view 
children's and their families' subjective experiences of health care institutions and 
potentially sheds light on periods of significant social and cultural change; pointing towards 
times where ideas of children's emotional, physical, and health care needs diverged or 
changed. Drawing on the themes of continuity and change this second section moves the 
focus of study to the decades between 1932 and 1961, decades covered by a series of oral 
history interviews that examine the remembered experiences of children's convalescence. 
In doing so it engages with sources and methods of data analysis not covered in section one 
of this thesis. Therefore, this second section opens with an introduction to the sources and 
methods of analysis, before moving on to a closer examination of remembered experiences 
in subsequent chapters.  
 
Sources and methods 
Responses to children's convalescent homes were explored by drawing heavily on the 
analysis of seventy-two oral history interviews conducted by the author specifically for this 
thesis. The interviewees were composed of four groups of individuals who had experience 
of children’s convalescence between 1932 and 1961 (Figure 4.1.).296 The first group 
consisted of fifty-three women and men who were admitted to convalescent homes during 
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this period, thirty of the group were women and twenty-three were men. In this group the 
youngest age at admission was four years (1) and the oldest was thirteen years (3). The 
modal age at admission was ten years (12) and the mean age was also ten years. The 
shortest duration of stay was one month (5) and the longest was eighteen months (1). The 
mode was two months (18) and the mean was four months. There were no perceptible 
changes in the average age of admission or length of stay over the time period covered by 
the interviewee sample.   
 The second group of interviewees was composed of thirteen women whose siblings 
were admitted to convalescent homes between 1938 and 1958. In this group the youngest 
age at experience was nine years (1) and the oldest was fourteen years (2). The modal age 
was twelve years (5) and the mean was also twelve years. The third, relatively small, group 
of individuals consisted of four women who were the mothers of children admitted to 
convalescent homes between 1950 and 1961. The final group was two women who worked 
as qualified nurses in children's convalescent homes between 1954 and 1959. All of the ex-
patients and their siblings were born in London and were living in the city at the time of 
their convalescent experience. They characterised themselves as coming from working-class 
families, all of their fathers worked full-time in manual or semiskilled occupations, and 32% 
of their mothers worked full or part-time in unskilled occupations outside the home, while a 
further 12% undertook activities within the home to earn extra money (Figure 4.1.). The 
majority of respondents lived with both of their biological parents, apart from two 
respondents whose fathers were deceased, and one who lived with her biological father 













C 1 MM - M Mavis TB glands, underweight 1936 Taxi driver Nil
C 2 MM - B Bertha Post appendectomy 1938 Railway guard Nil
C 3 MM - M Martin TB spine, underweight 1938 Hospital porter Nil
C 4 MM - V Vera Recovery from burns 1939 Factory worker Cleaner PT
C 5 MM - P Patricia Anaemia, underweight 1947 Delivered bread Cleaner PT
C 6 MM - M Michael Nerves 1947 Printer Nil
C 7 MM - M Marjorie Anaemia, underweight 1949 Royal Air Force Nil
C 9 MM - S Saul Underweight 1956 Market stall Market stall  - PT
C 10 MM - P Penny Run-down, anaemia 1958 Factory worker Home sowing - PT
C 12 MM - A Albert TB spin 1932 Gardner Sowing/repair at home
C 13 MM - M Millie Pneumonia 1951 Delivered coal Cleaner PT
C 14 MM - B Betty Nerves 1938 Market porter Nil
C 15 MM - B Beth Coughing 1947 Builder Home Dress maker - PT
C 16 MM - B Benjamin Asthma 1939 Furniture maker Nil
C 17 MM - J John Abscess on back 1934 Shoe maker Nil
C 18 MM - C Chris Hernia 1950 Stonemason Child minding, maching
C 19 MM - D Donna Debility 1936 Tailor Dress maker at home
C 20 MM - J Jack Epilsey 1954 Milkman Nil
C 21 MM - D Dorothy TB neck 1946 Army/Various Cleaner - PT
C 22 MM - E Elizabeth Debility 1937 Various Nil
C 23 MM - H Hattie Malnourished 1947 Factory worker Made things to sell
C 24 MM - M Maurice 1953 Carpenter Nil
C 25 MM - A Annie Juvenile arthritis 1960 Factory worker Nil
C 26 MM - P Pete Social reasons 1954 Driver Shop work - PT
C 27 MM - B Bob Debility and nerves 1936 Market stall Cleaner PT
C 29 MM - R Rita Nerves, socail  reasons 1946, 1950, 1952 Doorman Nil
C 30 MM - D David Post operative recovery 1950 Carpenter Nil
C 31 MM - R Royston Post tonsil lectomy 1952 Deceased Shop work - FT
C 32 MM - R Rosamund Asthma 1956 Own shop Nil
C 33 MM - T Terry Underweight 1936 Builder Nil
C 34 MM - H Hugh Chest condition 1944, 1945, 1946 Furniture maker Nil
C 35 MM - J Jean Nervous and thin 1938 Costermonger Took washing in
C 36 MM - G George Asthma 1959 Builder Child minding - PT
C 37 MM - T Theresa Thin and anaemia 1954 Tailor Nil
C 38 MM - M Margaret Social reasons 1955 Thames boatman Nil
C 39 MM - H Helen Post tonsil lectomy 1954 Butcher Nil
C 40 MM - T Tom Rheumatic fever 1938 Labourer Nil
C 41 MM - P Paul Bone infection 1953 Factory worker Barmaid - PT
C 42 MM - M Marie Weak heart 1957 Army/Labourer Nil
C 43 MM - A Anthony Run down 1950 Dock worker Nil
C 44 MM - P Pam Nerves 1948 Merchant Navy Nil
C 45 MM - J Harry Post pneumonia 1957 Cleaned lorries Domestic cleaner
C 46 MM - S Sarah Under weight, anaemia 1955 School caretaker Dinner lady - PT
C 47 MM - J Jeremy Suspected TB 1948 Clerical Nil
C 48 MM - R Ron Social reasons 1957, 1958,1958 Plasterer Nil
C 49 MM - F Frank Underweight 1953 Pub landlord In pub -PT
C 50 MM - R Ruth TB spine, underweight 1939 Market porter Shop work - PT
C 51 MM - D Dora Bronchitis 1937 Fishmonger/stall Nil
C 52 MM - L Laurie Debility 1961 Bus driver Shop work - PT
C 53 MM - B Brenda Social reasons 1957, 1959 Professional boxer Nil
C 54 MM - P Polly Anaemia, underweight 1960 Factory worker Nil
C 55 MM - S Sybil Thin, anaemia, cough 1957 Factory worker Factory - PT
C 56 MM - D Diane Generally unwell 1951, 1952 Hospital worker
Siblings
S 1 MM - A Ann 1950 Hardware shop Nil
S 2 MM - J June 1955 Plasterer Cleaning PT
S 3 MM - F Frances 1953 Pub landlord In pub -PT
S 4 MM - M Mary 1958 School caretaker Dinner lady - PT
S 6 MM - B Samatha 1956 Factory work Cleaner - PT
S 7 MM - J Jenny 1950 Bus driver Nil
S 8 MM - G Gill 1954 Bin man Tea lady -PT
S 9 MM - S Sally 1948 Hardware shop Nil
S 10 MM - L Elsie 1948 Merchant Navy Nil
S 11 MM - H Heather 1952 Dock worker Nil
S 12 MM - J Bonnie 1938 Lorry driver Cook - PT
S 13 MM - A Alice 1938 Tailor Helped father
S 14 MM - R Rose  1939 Various nil
Parents
P 1 MM - B Beryl 1959 Builder Machine finishing 
P 2 MM - P Peggy 1950 Factory worker Nil
P 3 MM - M Melonie 1961 Mechanic/Driver Factory work PT
P 4 MM - A Alma 1956 Various
Nurses
N 1 MM - E Ellen 1954-1958
N 2 MM - J Janet 1957-1959




 The age at which respondents experienced convalescence assumes particular 
significance in relation to the psychology of memory. Research indicates that lifespan 
memory contains three phases, from birth to five years old there is a period of childhood 
amnesia; from ten years to thirty years is what has been termed the reminiscence bump; 
and the final phase, from the end of the reminiscence bump, is the period of forgetting.297 
The theory of a reminiscence bump has two main strands: firstly, that memories between 
the ages of ten years and thirty years are the clearest; secondly, individuals tend to use 
events from this period to construct their life narrative.298 The age distribution of 
interviewee experience in this study was concentrated within the period of the 
reminiscence bump, suggesting clarity of memory for the majority of interviewees. It 
further suggests that the experience of convalescence had the potential to substantially 
influence individuals' life narratives. This was most certainly true for many of the individuals 
interviewed for this thesis. However, co-factors, such as, preparation for admission, contact 
with home, emotional care, family size, sibset position, and treatment all contributed to the 
intensity of this influence. Each of these factors will be discussed in the following chapters.  
 To reduce sample bias interviewees were recruited through a variety of methods 
including: social media, articles for association magazines, adverts in churches, snowballing, 
and presentations at voluntary organisations, clubs for the elderly, church groups, and 
working men’s clubs. Prior to interview all respondents were sent an information leaflet 
providing details of the research project, explaining the interview process, and explicitly 
stating that their involvement was voluntary. All interviews were conducted by the author. 
Fifty-seven were conducted in respondents' own homes, and took place over the course of 
a day. Of the remaining interviews, thirteen took place at the University of Cambridge, over 
the course of a single day, and two were conducted via Skype. An in-depth, flexible, 
unstructured, and informal interview process was adopted, with the intention of allowing 
respondents to discuss relevant material in a relaxed way. This, to a large extent, allowed 
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respondents to direct interviews to the subject areas that were most significant to them, 
rather than being solely driven by the research agenda.299 
 The collection of oral history interviews for this project took place between 2013 
and 2016. This time period coincided with revelations of a series of high-profile historic 
child sexual abuse cases, including abuse within health care institutions, which were 
reported extensively in the British media. Such revelations have gained cultural dominance, 
and this raised the possibility that interviewees' memories were influenced by discourse 
portraying historic child care institutions as places of danger, neglect, and abuse; rather 
than being representations of their own experience. The reliability of oral history interviews 
as a research methodology is not a new concern for historians. Debates about oral history 
methodologies consist of four strands which can be characterised as the traditional, social, 
cultural, and psychological.300 At the core of the traditionalists criticism of oral history is the 
assertion that individual memory is unreliable compared with documentary sources. 
Traditionalists assert that memory is distorted by physical deterioration, nostalgia, and by 
historians creating, and thus, unduly influencing, the sources.301 In defence of oral history, 
social historians, such as, Paul Thompson, have argued that documentary sources are just as 
problematic as oral sources, and that careful methodology can correct many of its 
challenges.302  
 Building on the work of Maurice Halbwachs, the cultural approach to oral history 
moved the focus away from the individual, towards the wider social and cultural context 
within which remembering takes place. Cultural historians focus on how discursive 
constructions of the past influence personal and local life stories, arguing that individuals 
draw on widespread public narratives to construct their personal accounts. Moreover, they 
contend that public versions of events influence memory to such an extent that it is 
impossible for anyone to remember what they did and thought independent of cultural 
scripts or templates. These public versions of events are said to come from various sources 
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including, newspapers, television, and films, all of which are continually adapted, 
elaborated, and changed over time. 
 In response to the idea that memory cannot be independent of cultural influences, a 
number of historians have embraced the so-called unreliability of memory as a resource 
rather than seeing it as a problem. Notable contributions have been made by Luisa Passerini 
and Alessandro Portelli, who, by critically approaching oral history narratives in the same 
manner as other forms of literature, have shifted the focus of oral history from whether an 
account is accurate to an analysis of meaning and the nature of memory.303 As a 
consequence the interpretive theories of oral history and memory studies have begun to 
converge, and memory itself has become a leading focus of study.304 An important feature 
of the convergence of oral history and memory studies is the use of psychoanalytic methods 
to examine individual testimonies.305 Two key oral history texts published in 1994, Graham 
Dawson's Soldier Heroes and Alistair Thomson's Anzac Memories, have shown that 
attention to the psychological imperatives underlying the construction of narratives reveal 
how individuals create an account of the past and, simultaneously, construct feelings in the 
present.306 Both texts employ the concept of composure to explore the link between 
private and public remembering, and provide a valuable way of understanding the process 
by which subjectivities are constructed in oral histories. Thomson and Dawson elaborate 
the meaning of composure to encompass three facets of narration: the composition of a 
narrative; composing a coherent past that an individual can live with - this may involve 
actively managing the memories of traumatic or painful experiences; and finally, composing 
a past that is publicly acceptable - this may result in the repression of individual memories 
that are not publicly acceptable or do not correspond with those of others.  
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 Anna Green asserts that developments in the interpretive theories of oral history 
have left little space for the consciously reflective individual. Green takes issues with these 
developments and argues that historians need to reaffirm the value of individual 
remembering and the capacity of the conscious self to critique and contest cultural 
discourses. 307 Recent work by Neta Kliger-Vilenchik et al, Joseph Maslen, and Simon Szreter 
and Kate Fisher support Green's assessment of the value of individual remembering. 
Research by Neta Kliger-Vilenchik et al. examining the influence of media on collective 
memory and individuals' perception of past events, has demonstrated that although 
collective memory is influenced by the media, individual memory is resistant to even the 
strongest media coverage.308 Joseph Maslen has extended academic understanding of the 
relationship between individual memory and public discourse. He notes that individuals in 
his study were aware of and accepted popular representations of the past, but could clearly 
identify when their experiences did not fit the popular representation.309 Simon Szreter and 
Kate Fisher, in their extensive collection of oral history interviews, addressed the possibility 
that changes in an individual's attitudes, values, experience, social standing, and economic 
conditions may induce modifications in memory. They note that many of their interviewees 
were fully aware of the ways in which their own views had been challenged and 
transformed over time, and despite any changes which may have occurred, interviewees 
were capable of reconstructing their past attitudes even when they no longer coincided 
with their present ones.310 Thus, although the use of oral history testimony is not 
unproblematic, with careful attention to methodology its potential richness as a source and 
its ability to capture the voice of the non-hegemonic classes, a voice that may otherwise go 
unrecorded, supports its use.  
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Alessandro Portelli argues that oral history requires specific interpretive instruments 
different to written sources.311 The method of interpretation deployed in this study was to 
undertake an intensive analysis of each interview using psychologist Carol Gilligan's 
Listening Guide method of analysis.312 Originally designed for the analysis of contemporary 
self-narratives, it has recently been effectively deployed by Laura Tisdall to analyse 
autobiographies of children who were in long-term institutional care between 1918 and 
1946; and latterly by Florence Sutcliffe-Braithwaite to analyse a single oral history transcript 
collected by psychologists in the early 1980s.313 Although not previously used to analyse a 
series of oral history interviews, Tisdall's and Sutcliffe-Braithwaite’s work has demonstrated 
the benefits of using the Guide to analyse oral history transcripts and increase scholarly 
understanding of the subjective experiences of childhood institutional care. 
 The Listening Guide is a way of analysing qualitative interviews drawing on the 
clinical methods of Freud, Breuer, and Piaget. It is composed of a series of sequential 
readings, or 'listenings', that allow the researcher to uncover the varying voices of an 
interviewee. Voices that may be in tension with one another, cultural discourses, or 
between memories of past experiences and an individual's current life. To ensure that the 
nuances of interviews were fully captured each interview was first transcribed in full, and 
these transcripts were read while simultaneously relistening to the recorded interview. This 
combined reading and listening approach responds to a frequent criticism of oral history 
transcription that it distorts meaning by confining speech within grammatical and logical 
rules, and 'flattens' content, especially emotional content, contained in the spoken word.314 
Alessandro Portelli stresses the importance of listening to the recorded word. He argues 
that patterns of speech, tone, velocity, emphasis, and volume influence meaning and 
convey information that is not available in a transcript. This, he notes, is particularly 
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important in the non-hegemonic classes as they may have a limited vocabulary, but be rich 
in tone, cadence, and emphasis. 315 
 The Listening Guide is composed of four steps. The first step listens for the plot and 
the researcher’s response to the interview. In some interviews following the plot was 
extremely difficult, this was particularly so for individuals who had traumatic childhood 
memories. In these interviews, more than others, the narrative jumped backwards and 
forwards in time and between subject matter. These interviews also tended to be wider-
ranging, both in subject matter and timeframe. However, by paying particular attention to 
repeated images, dominant themes, contradictions, and absences it was possible to 
disentangle the various components of the narrative and discern the plot. After this process 
my response as the researcher to the interview was recorded. This awareness made explicit 
that interviews were the result of the researcher’s particular relationship with the 
respondent, and that interview content was largely dependent on questions, stimuli, 
dialogue, and relationships.316 This, in turn, facilitated the acknowledgement of researcher 
subjectivities and the influence of the relationship, both during the interview and in the 
process of analysis.  
 The second listening focuses on what the Listening Guide calls the 'I' voice, by 
following the use of this first-person pronoun, and constructing an 'I poem'. I poems pick up 
on an associative stream of consciousness carried by a first-person voice running through a 
narrative, rather than being contained by the structure of full sentences. The concept of I 
poems corresponds with William Reddy's concept of first person emotional speech acts or 
'emotives'; however, I poems are significantly more revealing about an individual's thoughts 
and meanings.317 In some cases an individual's I poem illuminated a theme that was not 
directly stated by the interviewee, but was central to understanding what was being said. 
The analysis of I poems was central to discerning and understanding the composure and 
discomposure of the self, and the social and cultural construction within which narratives 
were embedded. They demonstrated that for many interviewees the life scripts of their 
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childhood were specifically constructed in reference to their own family, rather than society 
as a whole. An example of this can be seen in an extract from the I poem of Chris, who in his 
interview had been unable to understand why as 'such a sensible boy' he repeatedly 
absconded from his convalescent home. 
 
I was the sensible one, everyone knew I was the sensible one 
I can't imagine what possessed me 
I was quite advanced, mum said more than my brothers  
I knew what to expect 
I was with a small group of boys  
I didn't mind because I understood 
I was advanced for my age 
I explained to the others 
I went in first  
I was put into the hands of a nurse 
I tried to tell the nurses that  
I couldn't understand what was happening 
I didn't know what to do next 
I just remember this, an overwhelming sense of confusion 
I felt really lost 
I didn't know what to do 
I had a wobbly  
I ran. 318 
 
 In Chris' interview he had repeatedly stressed that among his siblings he was 
'known' as the most 'sensible', a 'mature, intelligent, bookish' child who always 'liked new 
challenges … [and] adapted well to new experiences'.319 Yet, as the above extract 
demonstrates, his I poem draws attention to a ten-year-old child's confusion and loss of 
control associated with his admission to the convalescent home. This awareness provides 
an explanation for his repeated absconding that was in tension with his life narrative 
constructed in reference to his familial account of his boyhood maturity, rather than 
society’s norms and expectations of a ten-year-old boy.  
 The third step of the Listening Guide is shaped by the specific questions guiding the 
research. During this step each interview transcript was read and simultaneously listened 
to, at least five more times. Each time listening for a particular strand, or voice of the 
interviewee's remembered experience. Gilligan describes this as listening for 'contrapuntal 
voices'. Each identified voice was underlined in a different colour; the transcript then 
provided a visual way of examining the 'counterpoint' of the narrative and how the 
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different voices moved in relation to one another. In some cases these contrapuntal voices 
were in opposition to one another, in others they were in harmony. Listening for 
contrapuntal voices provided a means of examining the multiplicity of ways that 
interviewees expressed their experiences. It identified voices that had changed over time, 
often influenced by wider cultural discourses, and demonstrated how these worked 
together to construct and reconstruct stories.  
 The final step of the Listening Guide method pulled together what had been learned 
about the interviewee's experience of convalescence into a single analysis. This provided a 
concise summary of each interview that could be used alongside interviewees' own words 
from their transcripts. Taken as a whole, using the Listening Guide method facilitated a 
comprehensive analysis of all of the interviews that accommodated an awareness of 
subjectivities and composure of self narratives. These insights allowed for a classification of 
the contents of interviews to be made together with a hierarchical organisation of the 
material, demonstrating the importance that each theme had in the construction of the 
interviewee narrative. This enabled the teasing out of narrative threads and the 
identification of the most dominant themes or memories.  
 Although a diversity of memories were recounted by interviewees it was possible to 
organise responses to convalescence around four distinct themes: institutional 
environment, separation from family members, agency, and kinship bonds. The theme of 
institutional environment, rather than being distinct, ran through all aspects of narrators' 
stories and frequently determined the structure of their subjective experience. For this 
reason, rather than discussing the institutional environment as a distinct entity, it is 
examined in conjunction with the other themes as it shaped and influenced them. 
Therefore, chapter five will explore separation from family members, chapter six will 
address agency, and finally, chapter seven will examine kinship bonds, particularly in 









Chapter Five: Separation 
 
You mentioned playtime, what did you do during the ??? 
Ruth (1939, nine years old) Not much, quite a lot of the time we was left to our own devices, 
the, em, nurses were always buzzing around, you know, but I can't remember any of them 
actually playing with us or anything. (Pause) We spent a lot of time sitting around in a sort of, 
em, sitting room. There wasn't that many toys, and because of my spinal [brace] I couldn't really 
run or anything like that, nothing strenuous. I, em, I remember that we used to sing songs that 
we made up. 
Did you? Can you remember any of them? 
(Laughing) Yes, ah, our favourite was: 
This time next week where will I be? Outside the gates of the LCC. 
Home with mum and dad, having chocolate, bread and jam for tea. 
Oh, how happy we will be!  
Or something, it was like that (laughing). I can't remember the last two lines of it now. So we 
were always aching to get out, desperately wanting to go home, but it never happened.320 
 
In 1939, nine-year-old Ruth was diagnosed with tuberculosis of the spine. She was admitted 
to a convalescent institution situated one hundred miles away from her East London home. 
She was an inpatient for ten months, during which time her parents and her two siblings 
were not permitted to visit her. During her oral history interview Ruth repeatedly recalled 
her desperation to see her family and return to her familial home, to the extent that her 
desire was expressed through all of her daily activities, including play. Ruth's desire to see 
her family was a prominent theme in her memories, weaving through her narrative. Indeed, 
memories of emotional responses to convalescence cut lines through all interviewee 
memories linking home and institution, family and professional, past and present; and 
revealed a complexity of experience that transcends typical historical accounts of children's 
institutional health care. Oral history allows those who experienced children's convalescent 
homes, to be the central figures of this chapter. By sharing their memories, they provide a 
prism through which to view the subjective experiences of children's health care between 
1932 and 1961, a view which is largely absent in other sources.  
 This chapter deals with individual's remembered experiences of separation from 
their family members. To provide a context and greater understanding of childhood 
reactions to separation, the chapter opens with a discussion of child psychology and 
attachment theory. This is followed by an examination of respondents' general feelings 
towards their convalescence experience, and how separation permeated and shaded their 
overall memories of convalescence. It then moves on to look at experiences of separation 
 




more specifically, beginning with a discussion of the institutional environment of homes, 
and how this added to a heightened sense of isolation for the great majority of 
interviewees. After this, the preparation children received for their admission will be 
discussed, in particular how this changed over time and whether these changes reduced the 
initial trauma of separation. The third section will consider individuals' contact with their 
familial home through letters, parcels, and visits. The extent to which contact both 
heightened and eased respondents' feelings of distress will be explored in relation to 
attachment theory. The chapter will close by exploring the psychological care that children 
received and how this influenced experiences of separation trauma. 
 
Child psychology and attachment theory 
The history of the children's convalescent homes and the experiences of their patients can 
be more fully understood if placed within the context of developments within the field of 
child psychology and attachment theory. The interest in child psychology emerged following 
the introduction of compulsory elementary education in 1870, which exposed a range of 
physical and mental needs in the child population.321 By the interwar period this interest 
had become professionalised, and through the expansion of educational psychology, and 
later the child guidance movement, psychologists came to have considerable influence over 
English children. A principle theme in the historiography of child psychology is the transition 
in medical interest from children’s bodies to their minds, and the emergence of the 
‘psychologised’ child after the First World War. Historians, such as, Nikolas Rose, have 
tended to emphasise the psychometric, quantitative elements of psychology in Britain, 
emphasising measurement, regulation, and control.322 Conversely, both Mathew Thomson 
and Adrian Wooldridge argue against this interpretation, suggesting that it fails to recognise 
the importance of child psychology in establishing the intellectual content of education and 
promoting an interest in children's emotional development and needs.323 Instead, they 
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emphasise the positive contributions of educational psychologists, such as, Susan Isaacs and 
Cyril Burt; psycho-analysts, including, Anna Freud and Melanie Klein; and developmental 
psychologists, such as, Jean Piaget and Charlotte Bühler, who argued from psychological 
theory for new understandings of children and their emotional development, and 
popularised a more liberal and tolerant attitude towards children.324  
 During the Second World War Susan Isaacs' work with evacuated children 
highlighted the importance of family ties and created a new consciousness of the 
importance of family unity to children's emotional security.325 Social and political reactions 
to the shock of evacuation led to the appointment of the Curtis Committee, 1946, to 
enquire into the care of children deprived of a normal life.326 The Report highlighted the 
importance of a secure and loving environment, and underlined the need for a more 
sensitive policy with regard to children's institutional care. Their recommendations, taken in 
conjunction with the Children Act, 1948, popularised a more humane attitude to the 
institutional care of children.  
 Despite changes in the broader institutional care of children it was several years 
before concern for the welfare of sick children achieved any prominence, and even then, 
attention was focused on acute hospitals. Children in long-term institutions, such as, 
sanatoria and convalescent homes were largely ignored. The principal source for the 
concern over hospitalised children came in the early 1950s, from the Tavistock Institute for 
Human Relations, where the work of John Bowlby and James Robertson explored the 
effects of maternal separation due to hospitalisation.327 James Robertson’s, 1952, deeply 
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disquieting film ‘A two year old goes to hospital’ was central in instigating a public and 
political debate over the emotional care and restricted visiting policies of children’s hospital 
wards.328 The broader interpretation and application of Bowlby's research, in what has been 
termed Bowlbyism, has been criticised by scholars from a number of academic disciplines 
on a variety of points, including, methodology, unduly exclusive focus on the mother-child 
bond, failure to differentiate between types of deprivation, and dismissal of non-traditional 
forms of childcare.329 Nonetheless, as Inge Bretherton and Mathew Thomson point out, 
Bowlby's and Robertson's positive roles in applying attachment theory to hospitalised 
children, and their positive contribution to the welfare of hospitalised children is generally 
accepted by scholars.330  
 The widespread contemporary acceptance and influence of Bowlby's and 
Robertson's work, and its lasting influence on attachment theory makes a closer 
examination of their work useful in understanding both the context of children's 
convalescent care and their experiences of it. Bowlby and Robertson described three main 
phases in the process of a child 'settling into' hospital - protest, despair, and denial. They 
observed that during the protest phase children had a strong conscious need for their 
mother, were often confused and frightened by unfamiliar surroundings, and were visibly 
distraught. In the second phase, despair was characterised by the continuing need for their 
mother coupled with increasing hopelessness. During this phase children often became 
 
(London, 1958), pp. 1-20; Robertson, 'Going to Hospital with Mother'; James Robertson, ‘The plight of small 
children in hospitals’, Parents Magazine (June, 1960); James Robertson, ‘Children in hospital’, Observer (22 
January, 1961), p. 15. For a discussion of visiting policies on children's wards, see: Hendrick, ‘Children’s 
Emotional Well-being and Mental Health in Early Post-Second World War Britain’, pp. 219-221. 
328 D.W. Winnicott, 'A two-year-old goes to hospital. A Film Shown by John Bowlby, M.D., and James 
Robertson', Proceedings of the Royal Society of Medicine, 46, (1952), pp. 11-12; John Bowlby, 'The nature of 
the children's tie to his mother', International Journal of Psychoanalysis, 39 (1953), pp. 350-371; John Bowlby, 
Attachment and Loss (New York, 1969); Frank C. P. van der Horst, John Bowlby - From Psychoanalysis to 
Ethnology (Chichester, 2011). 
329 Bowlbyism encapsulates the research of a group of attachment theorist that emphasised the psychological 
deprivation and long-term damage that resulted when young children were separated from and deprived of 
parental (particularly maternal) love and affection. It has been argued that this research was flawed and used 
by the post-war state to direct women back into the domestic sphere, see: Hilda Lewis, Deprived Children: The 
Mersham Experiment: (Oxford, 1954); Margaret Mead, 'A Cultural Anthropologist's Approach to Maternal 
Deprivation', WHO, Deprivation of Maternal Care (London, 1962), pp. 45-62; Denise Riley, War in the Nursery, 
Theories of Child and Mother (London, 1983), pp. 101-108; I. Bretherton, 'The Origins of Attachment Theory: 
John Bowlby and Mary Ainsworth', Developmental Psychology, 28 (1992), pp. 759–775; Mathew Thomson, 
Lost Freedom: The Landscape of the Child and the British Post-War Settlement (Oxford, 2013), p. 87; Angela 
Davis, Modern Motherhood: Women and Family in England, 1945-2000 ( Manchester, New York, 2012),        
pp. 113-114. 
330 Bretherton, 'The Origins of Attachment Theory: John Bowlby and Mary Ainsworth', pp. 759–775; Thomson, 




withdrawn, apathetic, and did not engage with their environment. The final stage of denial, 
was generally only reached by children who stayed in hospital for periods of over two 
weeks. In this phase children appeared to have accepted or adapted to their new 
surroundings, but this was, in fact, a sign that children could not tolerate the intensity of 
their distress, and had begun to repress their feelings, especially for their mother. Bowlby 
and Robertson suggested that the traumatic effects of separation were particularly acute in 
children of five years and under.  
 Attachment theory has become one of the dominant theories in the field of infant 
and child mental health.331 However, today attachment theory explores interpersonal 
relationships more broadly than the separation of very young children from their mother. 
Instead, it looks at how people of all ages respond when separated from loved ones.332 By 
broadening the focus of study beyond the very young and their relationship with their 
parents, the responses of older children, adolescents, and kinship groups to separation has 
come in to view.  
 Psychologists have observed that during childhood and adolescence the ways in 
which attachment functions within relationships is determined by age, cognitive growth, 
and social experience. As such, attachment behaviours have age-related tendencies; and 
understanding these provides valuable insights into the remembered behaviours and 
responses to separation of the interviewees in this study. For this reason it is beneficial to 
briefly sketch current day knowledge of the phases of attachment in children and 
adolescence. Psychologist believe that in children under the age of two years, physical 
separation can cause anxiety and anger, followed by sadness and despair. In this age group 
short-term separation may permanently damage attachment bonds. By age three or four 
years, children continue to experience anxiety and anger, followed by sadness and despair, 
but physical separation is less likely to damage a child's bond with their attachment 
figure.333 Children between four and five years are not usually distressed by short-term 
separation if their separation is discussed with them, they understand the plan for 
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separation and reunion, and they have access to their attachment figure if required. This 
involves discussion and negotiation to establish what is acceptable to individual children in 
given circumstances. Between the ages of five and seven years, children are happier with 
longer periods of separation and they no longer need to be in close proximity to their 
attachment figures. Attachment needs are satisfied by regular, agreed contact, and the 
availability of physical reunion if required.334 By the age of seven to eight years, children 
begin to move to greater independence and are content with long periods of separation, 
provided regular and secure contact with their attachment figures is maintained.335 
 In addition to these age-related phases of attachment, attachment theory has been 
crucial in defining the importance of social relationships in dynamic rather than fixed terms; 
particularly that children have multiple attachment relationships with their parents, 
relatives, and other significant adults.336 In the absence of family and friends it is possible 
for children to have their attachments needs met by nonrelated adults acting in a 
professional capacity, such as, school teachers, nurses, and other care givers.337 Failure to 
meet the attachment needs of children, at any age, can result in anxiety and trauma. The 
salience of these observations becomes apparent in the examination of the oral history 
memories of adults who experienced convalescent homes as children.  
 
Experiences of institutional convalescence 
Separation from family members had a profound effect on interviewees' memories, and 
largely coloured their overall view of convalescence, frequently distorting other memories, 
and, indeed, their perceptions of convalescence more generally. Over half of interviewees 
indicated that the distress they experienced during their convalescent home admission had 
been so severe that they had avoided discussing their experience with friends and family, 
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and many stated that even now they disliked thinking about their experience. Only two 
respondents characterised their stay as happy, the remaining fifty spontaneously reported 
being unhappy with varying degrees of intensity ranging from 'a bit on the homesick side' to 
'complete and utter desolation.' 
 
How did you feel while you were in the convalescent home? 
Ron (1951,1952, 1953, eleven, twelve and thirteen years old) I was always a bit on the homesick 
side to begin with, but I, em, would soon settle down... Tell you the truth once I got into the 
swing of it, I enjoyed it.338 
 
Bob (1936, ten years old) Feel? Well I weren't that happy, but then it was, it's, like, like a lot of 
things you just get on with it. Yeah, I would say that's right.339 
 
Paul (1953, ten years old) In fact, I don't mind telling you, the whole place was terrible, 
miserable, cold the whole time. I was, it's hard to explain what it was like, just (long pause). The 
food was just terrible, terrible, and, em, I was desperate to go home, I spent the first week in a 
state of complete and utter desolation, just desperate.340 
 
Memories of negative feelings emerged spontaneously, usually early on in interviews, and 
with apparent ease of recollection. Respondents described the reason for their unhappiness 
by relating their feelings to specific, first-person experiences and, as the above extract from 
Paul's interview illustrates, usually citing particular events, such as, being cold, disliking 
food, taking medication or receiving physical punishment as part of their rationale. 
However, such specific events were also placed in the wider context of separation from 
their family. Indeed, 92% (48) of interviewees stated that they had been distressed by 
events that would not have normally 'bothered' them, or they would have 'shrugged off' at 
home.341 
 The extent to which individuals remembered feelings were influenced by current 
cultural discourse portraying children's care institutions negatively, was assessed through 
an analysis of respondents I poems. I poems shed light on latent expressions of how a 
speaker relates to a specific topic. How a person speaks about themselves in relation to a 
topic provides information about their processes of understanding, confidence in their 
memory, and shows how interviewees take a personal stance in their remembering.342 As 
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such, I poems were especially informative for understanding personal relationships with a 
statement, and separating them from collectively oriented cultural dialogues. Overall the I 
poems of forty-one respondents demonstrated a close personal relationship with their 
remembered feelings of distress with limited reference to cultural master narratives. 
However, the I poems of a group of eleven interviewees, in addition to demonstrating a 
close personal relationship with their remembered feelings of distress, also placed a 
significant emphasis on current cultural discourse. The following extract from John's I poem 
describes his feelings of homesickness and terror after being shut in a cupboard by nursing 
staff, and demonstrates how he understood and explained these feelings within the context 
of cultural discourse.  
 
I was desperately homesick 
I cried all the time 
I refused to speak to the staff 
I was terrified 
I look back on these experiences, they weren't right, it isn't what should have been done  
I still don't like dark 
I think it was same everywhere, we know what went on in them places 
I don't know what else you could expect, given what we know now.343 
 
 Other interviewees within this group similarly used cultural discourse as a means of 
explaining, or justifying, their distress, stating: 'you can't expect a child to enjoy being away 
from their family', 'children should not be taken away from home', 'children need to be with 
their parents', and 'all of those sorts of places were terrible'.344 It is noteworthy that all 
eleven interviewees in this group had been between the ages of eleven and thirteen years 
when they were admitted. For some of them their use of cultural narratives appears to be a 
way of gaining composure and reconciling why, they as older children on the cusp of 
adolescence, were deeply homesick and pined for home. Indeed, six of this group modified 
their portrayal of their distress at points during their interview and discussed having 'an 
adventure', treating 'it as a big lark', and being 'one of the lads'.345 
 In addition to the use of cultural discourse to gain composure, in some instances it 
caused interviewees to experience discomposure, as they made a conscious effort to 
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distance their own negative memories from current narratives. This was most apparent 
when discussing abuse. Many interviewees described treatment by their carers that could 
be viewed as abusive, but they were tremendously reluctant to categorise it as such and to 
stress, usually referring to more recent abuse scandals, that they had not been, and were 
not aware of, sexual abuse taking place. Instead, interviewees described their treatment in 
equivocal terms, such as, 'harsh', 'severe', 'hard', 'strict', 'sharp', and 'uncaring'.346 They 
further normalised their experiences by noting that the physical punishment of children had 
been acceptable and widespread in many social situations, and that children were 'treated 
differently then, compared to today'.347 The simultaneous adoption and rejection of cultural 
discourse to gain composure and describe their experience illustrates the complexity of 
individuals' memories. It also demonstrates that individuals were able to articulate an 
independent voice and were aware of how views, including their own, had changed over 
time. 
 Another way in which individuals articulated their attempts to gain composure was 
through the use of metaphors. The following extract from Rita demonstrates her attempts 
to reconcile her memories of physical abuse by the Catholic nuns who administered the 
convalescent home she stayed in, with her own deeply-held Catholic beliefs.  
 
Rita (Nine years, 1950) I was yanked out of bed and smacked, and the nun was screaming at me 
because I was coughing. ... I don't [sic] why they would do that, you know. Looking back I think 
that there was only, just one or two bad apples, right? These ones, their hearts were as cold as 
stone, you know. I didn't know what to do, I, because I was frightened, you know. I was really 
helpless, I didn't have anyone to help me. I was depressed, em, really lonely, all alone ... My 
friend, who is a priest, explained that often girls were sent, you know, made by their families to 
be nuns - even if they didn't want to. So now, I think we are all God's children, and we do not 
always know what crosses people carry.348 
 
Metaphors permeated Rita's, and many other respondents' testimonies, but they were 
more frequently deployed when discussing distressing events or subjects which they found 
difficult to understand and explain. It is particularly interesting that respondents were 
willing to describe negative events and to characterise their experiences in negative terms, 
but they simultaneously normalised, and gained understanding and acceptance through the 
use of metaphors. As such, the use of metaphors by interviewees suggests that they 
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functioned as conceptual devices that not only contributed to how emotional concepts 
were constituted by individuals, but also reflected discourse associated with various 
emotional communities.349 In this way, they facilitated reconciliation, or composure, 
between individuals and their particular emotional community or communities.350  
 In many instances the use of metaphors revealed wider feelings of ambivalence, and 
were used to convey complex information and feelings in a very economical way. Royston 
used the powerful and symbolic imagery of a concentration camp juxtaposed to the prosaic 
image of a holiday camp to describe his experiences in a convalescent home as 'somewhere 
between Belsen and Butlins'.351 Indeed, ambiguity characterised the majority of individuals’ 
experiences of convalescence. Even among those respondents who characterised their 
admission in predominately negative terms, there existed many memories of happy times. 
Like Millie, who described nurses as 'cruel, really evil', but also remembered with delight 
being a fairy in the Christmas play organised by the nurses, and a 'chiffony sort of floaty silk' 
skirt she was given to wear.352 
 Positive memories were usually slower to emerge in interviews, and frequently only 
discussed in response to direct questions or in relation to specific special situations or 
events, such as, Christmas. 
 
Albert (1932, six years old) I can remember feeling cold, but then it was all through the winter. I 
don't remember much, just snatches, clips. (pause) I, I can remember Father Christmas. Yes, you 
had to line up in the corridor and go in a couple at a time, and in the room where Father 
Christmas was, there was a Christmas tree, but I don't remember there being a Christmas 
decoration in any other part of the house, and they put the Christmas tree in there. I can 
remember looking at this tree, and I'd never seen anything like it. I, em, do remember getting a 
present from Father Christmas, I wasn't half chuffed!353 
 
So you spent Christmas at the home? 
Sarah (1958, ten years old) Yeah. The only two times I can remember I was really happy, I went 
on the second floor and one of the nuns was an artist, and I was allowed up to see her painting, I 
thought that was really fantastic. And then Christmas morning, I actually had long plaits, and 
Christmas morning the nuns gave me two ribbons that were about four inches wide and they 
were satin, and I used to wash them every night and hang them over my bed to keep them tidy, 
because I loved them so much.354 
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The memories of Albert and Sarah demonstrate that although positive memories were 
usually slower to emerge in interviewees' narratives, once they were recalled they could be 
discussed in great detail and without any sense that they conflicted with their overall 
accounts. Instead, they were conceived as being special, different or out of the ordinary 
and, as such, they did not conflict with their wider narratives. 
 In much the same way, experiences that would appear to have been enjoyable, such 
as, picnics, playing on the beach, swimming in the sea, painting, games, treat, concerts, and 
singing were recounted by many interviewees without any sense of pleasure. As 
demonstrated in the testimonies of Terry who spent three months in a convalescent home 
in 1936, and Pete who was admitted to various homes between 1954 and 1958, for several 
months at a time.  
 
Terry (1936, eight years old) I can't remember much laughter, no enthusiasm not even for being 
at the seaside, no games or normal kids’ stuff and, em, now I don't understand that. We were, it 
was like we were waiting for something ... I think most of us just, just, em, endured it. 
Everything was tainted by a sort of sadness. You see that's the top and bottom of it, nobody 
wanted to be there.355 
 
Pete (1954, 1955, 1958, eight, nine and eleven years) I don't know what they did for me at all, 
other than gave me, em, some bad memories. I can't remember anything other than the things 
I've told you, going to the beach and that, that was OK. Just one or two things other than that, 
the Marmite doorsteps that was OK. But I can't ever remember having good experiences, each 
and every one of the experiences that I had were marred by being taken from my family, albeit a 
dysfunctional family, it was my family, and put somewhere else for an indeterminate period, to 
me it still hurt just to be taken away when I didn't, I just didn't want to go. (long pause) I do 
remember being amazed to see the sea, we came out on the beach and I was absolutely in a, I 
was amazed to see the sea and the beach. I had never seen anything like it before, but I don't 
remember enjoying it, not really. Overall it was unhappy, ah, and quite a frightening 
experience.356 
 
Both Terry's and Pete's extracts demonstrate a point common to many interviewees’ 
statements: how positive experiences were overshadowed by the trauma of familial 
separation. Pete's statement is of special interest, because unlike the majority of 
interviewees, he described his familial home as a 'dysfunctional' and 'unhappy place', where 
both of his parents were 'continually at each other's throats'.357 Yet, despite the 
unfavourable atmosphere of his familial home he recalled it as being preferable to the 
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traumatic experience of separation, which overshadowed even the most ostensibly 
pleasurable of experiences.   
 Excursions out of the homes were rarely remembered with any pleasure. Instead 
interviewees recalled finding their exposure to 'ordinary' families particularly painful and 
served to emphasise their own isolation. Ron was admitted to three different convalescent 
homes between 1953 and 1956, and was one of the few interviewees with many very 
positive memories of his admission. Despite this, he mentioned several times during his 
interview that he had not enjoyed trips out of the home, but he was unable to explain why. 
It was not until towards the end of his interview that memories of trips to the beach 
provided clarification.   
 
Ron (Eleven, twelve and thirteen years, 1953-1956) [A]nd we, I don't know how many children 
there would be, usually there would be twenty or thirty perhaps from the home, and we would 
all go out on the beach and see ordinary families with their buckets and spades enjoying family 
life, and we stood there like just spare parts. We had nothing with us. We, we just stood. It was 
quite a funny experience really to be somewhere where children absolutely adore and not to be 
able to enjoy it. And quite humiliating, even for a young boy, to be somewhere and, I felt like I 
was on display, not able to enjoy it.358  
 
Thus, although the great majority of respondents spontaneously characterised 
convalescence as an unhappy experience, their testimonies often demonstrated a variety of 
highly ambivalent memories. Joseph Maslen suggests that people who are ambivalent in 
this way may be revealing tension in their relationship with cultural master narratives. Or 
more exactly, the absence of a coherent story indicates an attempt to create a new one that 
accommodates both personal experience and master narrative.359 This suggestion appears 
to be only partially true for the respondents in this study and, instead, additional factors 
were at play.   
 As already discussed, interviewees generally acknowledged current cultural 
discourse and were able to either accept or reject master narratives as they gained 
composure. Moreover, respondents were able to easily recall and discuss experiences that 
one might expect to be enjoyable, but crucially, in most instances they recalled gaining little 
or no pleasure from them. Using the Listening Guide I termed this the 'voice of 
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despondency and despair’, a voice that elided the distress of separation with all other 
experiences. This is demonstrated by the testimony of Terry who explained his inability to 
remember any pleasure at seeing the sea for the first time because '[e]verything was 
tainted by a sort of, of sadness.'360 In the instances where respondents recalled pleasure it 
was associated with significant events, like Christmas, and was clearly conceptualised as 
being remarkable. Therefore, the evidence presented here suggests that in conveying a 
narrative that emphasised their unhappiness interviewees were not only creating a story to 
accommodate both personal experience and master narrative, they were also revealing 
deep feelings of sadness or distress that pervaded their entire experience of convalescence. 
As an explanation for these deep feelings it is possible to turn to the work of Bowlby and 
Robertson and conclude that the majority of interviewees went through the third stage of 
separation trauma - denial, in which long-stay patients repressed their feelings, thus, 
leaving them emotionally withdrawn, and unable to readily experience joy or pleasure.  
 The figure of the emotionally withdrawn child that appeared in the interviewee 
statements of this study resonates with the accounts of separation in the evacuee memoirs 
captured by B.S. Johnson in 1968.361 Historians have tended to attribute the deep distress of 
evacuees to the effects of warfare, mass mobilisation, and chaotic evacuation.362 The 
evidence from the many narratives presented here indicates that children experienced 
emotional distress when separated from their families independent of warfare. As such, this 
thesis indicates that there is a conceptual gap in the historical understanding of children's 
experience of separation; this gap lies between interpretations that make sense in adult-
centred analytic modalities and the lived experiences of children. This observation draws on 
William Reddy's theories of emotional regimes that establish a set of complex emotional 
expectations and norms that determine how emotions are judged, controlled, legitimised or 
ignored by society. 363 In this case, children's emotional needs and responses have been 
overlooked by both contemporary and modern observers guided by their adult-centric 
social expectations and norms. In turn, this highlights the benefits of using oral history 
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interviews in conjunction with an intensive subject-oriented method of analysis, such as, 
the Listening Guide, as means of exploring childhood experiences. 
 
Experiences of separation 
Despite the almost universally negative characterisation of convalescence there was a 
conspicuous variation in levels of emotional distress between respondents, ranging from 'a 
bit on the homesick side' to 'complete and utter desolation'. To gain an understanding of 
why interviewees demonstrated these variations, information gained from the Listening 
Guide was used to observe commonalities in respondents' testimonies. This analysis 
showed that interviewees' experience and understanding of separation were influenced by: 
the institutional environment, age, preparation for admission, contact with home, and 
emotional care from staff. Each of these factors will now be examined in turn. 
 Interviewees in this study identified a clear pattern or formula in the character of 
convalescent homes, one characterised by Erving Goffman in his study of asylums, as that of 
a ‘total institution’ in their ideology, operation, and the experiences of their patients.364 
Convalescent homes were run according to a strict routine and schedule of rules that 
governed every aspect of children's lives from their contact with the outside world, their 
clothing and food, to the times they slept, washed, dressed, toileted, played, and even in 
some instances the times when they were permitted to speak. Although, to suggest that 
there was a universal convalescent home experience would obscure the complexity of 
interviewees’ testimonies, and the continuities and discontinuities in their care and 
responses.  
 Nonetheless, the majority of interviewee statements (49) drew attention to the 
institutional nature of convalescent home regimes. For many their experience of 
institutional life was felt particularly acutely when they were first admitted. Interviewees 
spoke of their sense of 'bewilderment' at the organisational procedures of the home, and a 
difficulty understanding what was expected of them.365 This sense of bewilderment led to a 
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heighted sense of isolation. In the following extracts both Frank and Sarah describe their 
initial confusion and solitude, despite being in the midst of adults and other children.  
 
Frank (Nine years old, 1953) The biggest sensation was bewilderment. I felt like everyone else 
knew what to do apart from me. I felt, (pause) there was [a] bell that used to ring and, em, well 
everyone would jump up and start rushing to places, you know, dinner, whatnot, and there was 
I - clueless! (laughs) I can laugh now, but at the time it was confusing ... I felt like the odd one 
out.366 
 
How did you spend your day? 
Sarah (Ten years old, 1958) I do remember, em, it was, the only way I can describe it, it was very 
institutionalised you had to queue up and line up for everything, em, ... and you were lining up 
in corridors for this and lining up in corridors for that; which was quite a strange experience, 
especially when you don't know anybody and you don't know where you are. And, em, you are 
being watched, always watched. (Pause) I can remember once queuing outside a door and 
thinking my mum might be inside waiting for me ...but she never visited me.367 
 
Using analysis made with the Listening Guide, I termed this the 'lost voice', a voice that 
articulated remembered feelings of confusion, bewilderment, and isolation at the 
separation from family and exposure to a strange environment. The 'lost voice' was 
discernible in all interviewees’ statements, but it was strongly influenced by age. The ease 
with which interviewees adapted to the institutional nature of their convalescent home 
varied considerably, with older children finding it much easier to adapt and to understand 
what was expected of them. Respondents who had been under the age of eight years 
remembered their attempts to understand the routine, as being particularly difficult. The 
eleven respondents who experienced convalescence under the age of eight years described 
how 'strange' they found the organisational procedures, and recalled being 'terrified' by the 
prospect of getting something wrong for the duration of their admission.368 Respondents 
who had been over the age eight years, still recalled finding the routine strange, but they 
were less worried about getting something wrong and believed they had 'learnt the ropes', 
or 'sussed the routine within a couple of days'.369 
 However, even when older children had mastered the routine and understood what 
was expected of them, the environment of the convalescent home was perceived as 
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abnormal and this heighted respondents’ experiences of separation. Both Vera and Patricia 
used industrial and military imagery to describe the nature of their respective homes and 
described how this exacerbated their sense of separation from family. 
 
Is there anything else about your stay there, or generally that you would like to tell me? 
Vera (1939, ten years old) Em, I, really, it was just like being in a different world, so, so alien, em, 
alien, to your home life. It wasn't so much a home, not like, you know, your home, it was like, 
you know, more like a factory for looking after children. (pause) Everything, everyone pushed 
along in order ... It was a lonely experience really, you know, you didn't, em, have your mum, 
you just never saw your family, not anyone, you were alone.370 
 
Patricia (1947, nine years old) No, it’s just, (short pause) as I say it was traumatic in as much as it 
was so different from the home environment, you know. I mean you washed and dressed and 
ate just the same thing but it was sort of regimentated, [sic] everything was done by the clock. 
Em, but your parents weren’t there and your brothers and sisters weren’t there and coming 
from a large family made it even worse.371 
 
As with Vera and Patricia, interviewees constructed the strangeness of the institutional 
environment in direct reference to their past experience. In doing so, they most commonly 
compared and then contrasted their experiences directly to life in their familial home. It 
was the differences experienced in the routine acts of daily living that were highlighted as 
being particularly meaningful. The following extracts from the testimonies of Theresa, Pam, 
and Jack demonstrate how these differences were found in both social interactions and the 
material environment. 
 
Theresa (1954, ten years old) Mealtimes were very institutional, the nurses used to stand over 
you, you had to empty your plate, nobody could leave until their plate was scrapped clean. I 
remember metal, er, the enamel cups and plates made a metal sound when you scrapped them. 
(Pause) They were all chipped around the edges, and dirty looking. It wasn't very nice, em, you 
know, not appealing. Indoors we had, my mum was a bit on the, em, house proud side, we had 
matching china.372 
 
Where did you sleep? 
Pam (1948, twelve years old) We were in dormitories, em, and yeah, absolutely, absolutely. It 
was just like a long room with these metal beds, I don't think there was any other furniture. I 
can remember quite a few, you know maybe ten or twelve beds. Yes, six on each side, quite a 
few, there were, they were always full, some younger and some older, they varied from tiny 
tots, but about five to fourteen. (pause) I can remember, looking at them, it seemed like there 
was, I had never shared a room with anyone before, so it was, em, funny to be in with so many 
others. There wasn't really any privacy, whereas I wasn't used to that and I liked it a bit private. 
It was different, at home where I had my own room, you see? So, no I didn't really like that.373 
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Jack (1954, twelve years old) It was a long thin room, I suppose you would call it a dormitory. I 
wouldn't call it a bedroom anyway. There wasn't anything nice, nothing to make you feel 
comfortable or relaxed. Ah, there were metal beds along both sides, maybe, yep, four, five each 
side and one under the window, so eleven beds all told. Em, they were the metal type, coil 
springs, hard as a board, like a hospital bed, but really old. It was more like a hospital, nothing 
comfortable.374 
 
Despite the efforts made by homes to emulate a domestic environment through the 
use of their material culture, interviewees readily perceived the differences to their familial 
home. Interviewees across the entire period constructed the strangeness of the 
institutional environment in direct reference to life in their familial home, and frequently 
referred to convalescent homes as imposing, austere or cold. Yet, comparisons between 
familial homes and convalescent homes were complicated by varying interpretations of the 
material environment, and there was a notable difference in the importance attributed to 
the material culture of the home in the periods before and after 1950. Respondents who 
experienced convalescence before 1950, were unlikely to mention the lack of material 
comforts, such as, good quality crockery, upholstered chairs, sofas, carpets, and soft 
furnishings. Whereas respondents admitted after 1950, frequently mentioned a 'lack of 
creature comforts' as a significant maker of the institutional environment.375  
 The increasing importance attributed to material culture as indicators of a good 
home environment coincides with the finding of both Mathew Hilton, who draws attention 
to a growing working-class demand for cheap luxuries in the 1950s, and Selina Todd, who 
notes an increase in working-class disposable income and spending on luxury household 
items in the 1950s.376 Similarly, Carol Dyhouse points out that after the Second World War 
there was a 'growth of women's magazines spreading the gospel of salvation through 
consumption'.377 What is interesting here, is the extent to which the new domestic ideals 
were readily internalised by children, and then used to compose an idealised environment 
that defined the institutional environment of convalescent homes as abnormal or even 
substandard. Thus, although the institutional environment of convalescent homes across 
the period of study augmented experiences of separation, how interviewees constructed 
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the strangeness of homes changed from 1950, to reflect wider cultural behaviour and 
expectations.  
 The institutional character and experience of convalescent homes was not confined 
to their material environment. The routine and schedule of rules that governed their 
administration extended beyond their walls and determined how children travelled to the 
home. Among all of the homes surveyed for this thesis only one allowed parents to 
accompany their children on their day of admission, and this was not permitted until 1952. 
As a consequence, children were parted from their parents in London, and thereafter, 
travelled in the company of strangers. The majority of interviewees had very clear 
memories of being separated from their parents. Hugh remembered that the prospect of 
separation from his mother provoked ‘horror’. On the other hand, Martin recalled putting 
a 'brave face' on, before giving way to tears.  
 
Tell me about going to the convalescent home. 
Hugh (1947, seven years old) My mother said we are going to, em, Waterloo Station, ... and this 
case has got little things for you, my bits and pieces, so on the platform at Waterloo I'm handing 
over, I'm handed over to two nurses, taking it extremely badly, fly out in every direction, kicking 
and punching people. Em, I pulled myself away, ran away, em, tried to kill myself, by squeezing 
my wrists (chuckles) when that didn't work, I tried to throw myself over a platform and got 
stopped by a porter, who thought it was a big joke, handed over, defeated, taken away.378 
 
Martin (1938, eight years old) They had to prise me off me mum … I got on the train. I put a, I 
put on a brave face, as best I could and I watched me mum disappear as I waved to her. And I 
was put in a compartment with other children that were going there, there was probably six or 
eight, I can't remember. And I cried and I cried and I cried and I cried until I was almost dry - I 
think. Then some kind soul – one of the bigger girls - took me to see one of the nuns who was in 
a compartment on her own.  She was kind and put her arm around me and she offered me that 
little bit of comfort that I needed. I remember getting to the home, oh, it was such a place, the 
huge doors seemed like a hundred feet tall, and that was it, I was off again - crying again, 
inconsolable this time.379 
 
Like many other interviewees, Hugh's and Martin's accounts provoke a powerful picture of 
the trauma caused by their separation from their parents, loneliness of travel, and 
apprehension in their new environment. The intensity of their feelings was particularly 
acute, but similar sentiments were expressed by the majority of interviewees who 
remember increasing feelings of distress and isolation as they travelled away from London. 
Here again, the 'lost voice' of respondents was clearly discernible, and was amplified by a 
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childhood inability to comprehend distance that led many individuals to believe they had 
travelled to another country, or even, as John recalled, when 'the train hit the bumpers,       
I thought we had reached the end of the world'.380 Over 60% of respondents remembered 
fearing that they had 'gone so far' their parents would not be able to find them and they 
would 'never be able to go home'.381  
 The historiography of evacuation provides the only body of work that explores 
children's experiences of separation from parents, travelling alone, and arrival at a strange 
destination. The work of John Welshman and John Macnicol provide the chief accounts, 
though both tend to subsume experiences of initial separation and travel in the grander 
narrative of chaotic reception areas and billeting.382 In contrast, many of the evacuee 
memoirs assembled by B.S. Johnson, emphasise their departure, travel, and arrival; and in 
doing so, describe feelings similar to those articulated by the interviewees in this study.383 
Once again, the similarity of experience between the respondents in this study and the 
accounts of evacuees draws attention to the importance of children's relationship with their 
attachment figures, usually their immediate family, rather than the proximity of adults and 
other children.  
 
Preparation for admission 
 For some of the respondents their experience of separation and the initial period after 
admission was made easier by being prepared for their admission, this was the case for 62% 
of respondents (33). Penny had five younger siblings who were frequently left in her charge. 
In her interview she explained how she had discussed her forthcoming admission with her 
mother, and was looking forward to a ‘few days rest’; she was in a convalescent home for 
two months.  
 
Before you went to the convalescent home did you talk to your mum and dad about going? 
Penny (1958, eleven years old) Oh yeah, mum said I was going for a rest for a few days, cos I was 
very thin and a bit rundown, I think I was anaemic ... I didn’t mind cos I was fed-up with all the 
others creating havoc all the time (laughing). Em, my mum said it would be good for me, to, you 
know, have a rest. 384 
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Penny’s statement draws attention to both the information that children received and the 
nature of child-parent relationships. The majority of respondents indicated that they came 
from happy homes with loving parents. Equally, all interviewees characterised their social 
position with their parents and other adults as being one in which they were expected to be 
‘seen and not heard’. Despite the homogeneity of this characterisation across the period 
covered by the interviews there was a significant difference in children's preparation for 
admission before and after the Second World War. None of the interviewees who went to a 
convalescent home before the war remembered being told that they were going, and for all 
of them their experience of initial separation from their family was particularly acute and 
distressing; this meant that Bertha’s, Martin’s, and Donna's experiences were not unusual. 
 
What were told about the convalescent home before you went? 
Bertha (1938, nine years old) I wasn’t told anything, nothing, not a thing. My dad took me to 
Hither Green Hospital and told me I was going to see a doctor and he, em, said “you sit there girl 
and wait to be called” ... There was quite a few children waiting and we were all put on a kinda 
bus, em, I’m not sure, but I don’t think any of us knew where we were going.385 
 
Martin (1938, ten years old) Well nothing as I remember (pause), and, em, I remember that it 
came as a shock, they had to drag me off my mum ... so, no, nothing.386 
 
Donna (1936, eight years) Em, the next part that I remember was that a nurse in the triangular 
type headdress that nurses wore then, was dragging me along a corridor with white china tiles 
on either side, and I was screaming my head off for my mother thinking she would come and 
rescue me, of course she didn’t.387 
 
 These experiences were dramatically different in the post-Second World War 
respondent group. Although this group still believed they had been ‘brought-up to be seen 
and not heard’, all but one interviewee recounted that they were informed of their 
forthcoming admission. Marjorie and Michael both had clear memories of being told they 
were going. 
 
Before you went to the convalescent home did you talk to your mum and dad about going? 
Marjorie (1949, ten years old) I can remember my mum sitting me down, we had a big chair in 
the kitchen, she called me (pause), she told me that I was going to a special type of hospital for a 
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Michael (1947, ten years old) Well, I was told that I going, if that's what you mean, and that was 
about it (laughs). Just that I was going and that it would do me good. Not a lot of details, em, 
(pause) just that it would be good for me.389 
 
In addition to being informed of their forthcoming admission, over half (18) of the post-war 
respondents also reported being allowed to decide if they wanted to go. The statements of 
twenty-four individuals also indicate that convalescence was carefully represented in 
various attractive guises in what appears to be an attempt to gain their cooperation. The 
experiences of Hattie and Jack highlight this occurrence. 
 
What were told about the convalescent home before you went? 
Hattie (1947, ten years old) [H]e said, “would you like to go on holiday to the seaside?” Never 
been to the seaside before, so I thought “oh this is great” and, em, so that was it really, I just 
was sent to the convalescent home.390 
 
Jack (1954, ten years old) Oh (laughing) Mum told me it was like Butlins, you know the holiday 
camp? We’d been there the year before, so I thought it would be fun. 
Why did your mum tell you it was like Butlins? 
Jack (1959, ten years old) I suppose she didn’t want to upset me ... she knew I wouldn’t want a’ 
go otherwise (laughs).391 
 
Thus, although respondents throughout the period characterised their relationship 
with adults as being subordinate, the Second World War marked a watershed in the extent 
to which parents communicated information to their children. The genesis of this change is 
unclear, and establishing a clear causal link is highly complex, especially when evaluating 
attitudinal change. But it is noteworthy that 94% (34) of children in the post-war group had 
either been evacuated or had close family experience of evacuation. During their interviews 
several respondents (17) proactively discussed their family life after the war and their belief 
that their parents were 'more tender' towards them.392 This indicates the importance of the 
war experience as a trigger for changes in working-class parent-child relationships. 
The influence of the Second World War and especially evacuation in promoting new 
attitudes towards children as ‘psychological persons’, and changing child-rearing practices 
has been well documented by historians.393 At a national level evacuation drew attention to 
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appalling levels of working-class ill health, and raised concerns that culminated in the Curtis 
Report, 1946, and Children Act, 1948. Within families the post-war decades have been 
depicted as completing the interwar-initiated transformation to a more liberal form of 
parenting. The origins of this transformation is situated within the middle-class, with 
childrearing practices changing from a Truby King styled emphasis on routine, 
regimentation, and emotional detachment, to more of a Dr. Spock inspired democratic, 
permissive, and emotionally close parenting.394 
 Yet, respondents’ testimonies for this research from the immediate post-war years 
challenge this characterisation. None of the ex-patients, siblings or parents interviewed for 
this thesis remembered the presence of child-raising books, magazines or manuals in their 
familial home. Mathew Thomson and Nikolas Rose have noted that mass media were 
crucial in disseminating new psychological ideas, however, this was not common until the 
late 1940s, and did not deal with issues arising from hospitalisation or separation.395 
Furthermore, although the National Health Service Council issued a report in 1953, which 
made recommendations about the preparation of children for hospital, no archival evidence 
was discovered to suggest that convalescent homes provided pre-admission information for 
children before or after the War. And, as previously discussed, the work of John Bowlby, 
James Robertson, and the Tavistock Clinic highlighting and eventually popularising the 
dangers of sudden separation of young children from mother-figures was barely known, 
even in professional circles, until the mid-1950s. Moreover, the various guises in which 
post-war parents represented convalescent homes to their children to gain their 
cooperation and avoid ‘upsetting’ them, points to wider changes in the orientation of 
parents to their children that was independent of exogenous influence. Taken together, this 
all suggests that post-war working-class parents acted on their own in providing information 
 
Britain’, in Roger Cooter (ed.), In the Name of the Child: Health and Welfare 1880-1940 (London, 1991), pp. 
174-199; Roberts, Women and Families, p. 142.  
394 Hardyment, Dream Babies, pp. 165-166, 168, 169; Urwin and Sharland, ‘From Bodies to Minds in Childcare 
Literature: Advice to Parents in Interwar Britain’, pp. 174-199; Roberts, Women and Families, p. 142. For a 
discussion of the popularisation of child psychology in the 'popular but educated market', see: Deborah Thom, 
"Beating Children is Wrong": Domestic Life, Psychological Thinking and the Permissive Turn', in Lucy Delap, 
Ben Griffin, Abigail Wills (eds.), The Politics of Domestic Authority in Britain Since 1800 (Basingstoke, 2009), pp. 
270-271.  
395 Rose, Governing the Sole: The Shaping of the Private Self, p. xii; Thomson, Psychological Subjects, p. 99. One 
medium of parenting advice that has been impossible to assess the impact of is that of radio, specifically the 





to their children. This observation challenges the characterisation of a diffusion of 
emotional awareness from top to bottom, and indicates that there was an immediate and 
significant change in the way that these London working-class parents conceptualised their 
children’s emotional needs following the Second World War.  
 On the other hand, evidence from this study also suggests that there was a great 
degree of complexity in this change, and many pre-war attitudes and practices continued. 
This was especially apparent with respect to physical punishment. All but one interviewee 
recalled receiving physical punishments from their parents ranging in severity and 
frequency from 'the odd clip round the ear' to being 'thrashed with a belt'.396 There was no 
difference between the pre-and post-war groups. Boys and girls across the entire period of 
study were equally likely to receive physical punishment, although boys received more 
severe punishment than girls, and were more likely to be struck with an implement, such as, 
a belt, shoe, slipper, rolled newspaper or stick. Similarly, the four parents interviewed for 
this research, who were all from the post-war period, recalled that they regularly used 
physical punishment as a form of chastisement and as a means of controlling their children. 
They also stated, without any sense of contradiction, a belief that they were emotionally 
tender towards their children and discussed 'feelings and stuff like that' with them.397 They 
directly compared their own style of parenting with that of their mothers, and indicated a 
belief they were 'less rigid', 'more easy going', and 'considerate' of their children's needs.398 
Previous work has demonstrated parents' continued physical punishment of their children 
into the 1960s.399 Deborah Thom suggests this is evidence that permissive parenting 
occurred later than has been traditionally argued by historians.400 Yet, what is significant in 
the interviewee statements presented here is that a new awareness of children's emotional 
needs occurred earlier than traditionally argued, at least among these London working-class 
parents, and was concurrent with older styles of physical punishment.  
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 The discontinuities and continuities in children's emotional care and physical 
punishment suggest that there was a division between mind and body, and that the 
adoption of newer, liberal child-rearing practices related primarily to children's emotional 
care. Moreover, this observation, when taken in conjunction with the realignment of 
working-class parent-child relationships and the independently changing nature of values 
and orientation of parents towards their children, points to the importance of changes 
developing within the context of a particular community and the experiences of that 
community, in this case Londoners’ experiences of wartime evacuation and separation of 
family members. This observation supports the findings of Siân Pooley who has 
demonstrated the importance of geographic locale in patterns of child-rearing in England 
during the late- nineteenth and early- twentieth centuries.401 In her analysis Pooley draws 
on the concept of 'communication communities' to explain why patterns of child-rearing 
develop within particular communities rather than across a whole social class.402 
Interviewee statements collected for this thesis builds on her analysis and shows how a 
communication community can be formed from its shared responses to a specific formative 
generational event, in this case the London blitz and widespread evacuation, which did not 
impact on all working-class urban populations to the same extent. 
However, whether or not interviewees had been prepared for their admission, 
separation from their family was cited as the most significant and distressing aspect of their 
convalescence experience. This was largely due to preparation for admission only 
ameliorating the initial distress of parting and the immediate post admission period. After 
this initial period children's inability to reunite with their families led to separation trauma, 
and the remembered levels of distress at this experience were similar in both groups. This 
observation is compatible with current understandings of attachment theory that suggest 
children over the age of five years are not usually distressed by short-term separation if 
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their separation is discussed with them, they have regular contact with their attachment 
figures, and they have the availability of physical reunion if required.403 
 
Contact with home 
Although physical reunion with their families was not readily possible, children were able to 
maintain limited forms of contact through letters, parcels, and visits. By far the commonest 
of these was through sending and receiving letters. Forty-four respondents had clear 
memories of writing regular letters to their parents, thirty remembered receiving at least 
one parcel, compared to just nine respondents who received visits from their parents. As 
with other memories of convalescences, those associated with letter writing, parcels, and 
visits were ambivalent. 
 Children were encouraged to bring writing paper, self-addressed envelopes, and 
postage stamps with them to convalescent homes. With limited visiting, writing letters 
home assumed an intense significance. For many respondents their memories of the care 
with which their relatives prepared their writing material symbolised more than the act of 
pen on paper, they were remembered as acts of love, and a way for them to remain close to 
their family.404  
 
Dorothy (1946, nine years old) Grandad, ah, had wrapped up a big stack of envelopes with our 
address on, and had put some stamps on, and paper, so that I could write home. He wrote so 
careful like, on each one, so as they wouldn't get lost. (Pause) It was, I think, yeah, it was 
precious to him.405 
 
Sarah (1955, ten years) We had to take a writing pad, envelopes, and a strip of stamps. I don’t 
know how many stamps but they lasted me anyway. (long pause) My Dad wrote our address on 
the envelopes, he was very particular, each word so proper in capital letters. I do, I think he was 
upset. (long pause) It’s very difficult to think of it, you know?406 
 
Although 83% (44) of ex-patients remembered writing letters home, and the majority felt 
that this had enabled them to feel closer to their family and eased the distress of 
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separation, very few believed that they were successful in conveying their true feelings, and 
letter writing was frequently viewed as a site of contest with convalescent home staff.  
 Letter writing was a weekly, communal activity conducted under the close 
supervision of staff. Most interviewees believed that their letters were read by staff, and 
several had memories of their letters being censored. Rita recalled an episode when she 
was instructed to rewrite a letter to her mother in which she had complained about 
conditions in her home and expressed her unhappiness. 
 
Rita (1953, thirteen years) [S]he picked my letter up and she said "what's this? What have you 
written? You can't write this.” And she just tore it up in front of me, and she said "now you will 
go write a proper letter telling your mother that you are happy, just how happy you are here.” 
And I can remember it so clearly, writing this letter and crying, (long pause) with tears running 
down, I'm happy here mum, you know, but it was breaking my heart.407 
 
Although neither of the ex-nurses interviewed recalled censoring children's letters, both 
remembered the weekly ritual of letter writing and encouraging children to 'write 
something jolly', often with a 'nice picture' for their parents.408 Both nurses believed that 
writing letters was an 'enjoyable' activity for children, and yet, they also described how 
children often needed to be 'encouraged' to do so. At the same time, they viewed letters as 
an 'important' source of contact and reassurance for parents, who 'were missing their 
children'.409 In this way, both ex-nurses conceptualised the primary importance of writing 
letters with reference to the benefits gained by parents, not their children. Ex-patients 
recalled that contact with home was an important means of easing the distress of 
separation, but conversely, the obligation and censorship associated with letters led to 
feelings of despair, powerlessness, and abandonment. This was the case for Chris, who 
recalled a particular episode in which being forced to write a 'fictitious letter home ... was 
the icing on the cake' which 'finally broke ... [his] spirit'.410 These reported feelings echo the 
observations of Erving Goffman who noted that patients' autonomy is weakened by 'specific 
obligations as having to write weekly letters home or having to refrain from truly expressing 
their feelings.' 411  
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 Some children were able to exert autonomy and contacted their family outside of 
permitted channels. One interviewee used the Matron's office telephone in an attempt to 
contact his parents, enlisting other boys to keep watch.412 Others managed to smuggle 
letters out to their parents, often resorting to considerable guile in doing so. Patricia was 
one such child, she explained how she circumvented censorship.  
 
Patricia (1947, nine years old) When we went for this walk one of the older girls always stood by 
the wall where there was a letterbox so you couldn’t post letters, because all our letters were 
censored by the nuns. If you wrote something they didn’t like you had to rewrite it and then, cos 
they read them before they was posted obviously, but after I’d been there for a month, they 
must have trusted me for some reason, they told me that I had to stand by the letterbox. So I 
quickly wrote a note and posted it home to say I wanted to come home. A few days afterwards 
they said to me "you’re going home".413 
 
Censorship was not only exerted by staff, in many cases interviewees recalled exerting self-
censorship, and chose to refrain from writing anything which they thought would cause 
their parents pain. Ethel who was admitted to a convalescent home for six months when 
she was nine years old, recalled that she 'knew it would upset mum if she knew I was so 
miserable, I just didn't tell her'.414 Instead, interviewees recalled writing about their 
everyday lives, including: craft activities in the home, their bedrooms, views of the 
surrounding countryside, and the friendships they had made; while simultaneously 
suppressing expressions of their emotions.415 In their studies of boarding school children 
Vyvyen Brendon, and Nick Duffell and Thurstine Basset similarly note that children often 
chose not to discuss their unhappiness with their parents for fear they would not be 
believed, fear of repercussions from staff, and to protect their parents' feelings.416 
 Despite the common practice of censorship, some letters have survived which, 
although they do not explicitly express the authors distress, are, nonetheless, remarkably 
revealing about the writer's state of mind. The letters of six-year-old Jeremy and seven-
year-old George provide examples of children articulating their emotions on paper (Figure 
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4.2 and Figure 4.3). Both letters begin with the formulaic 'Dear Mummy, I hope you are 
well', a phrase common to most of the letters children sent home, and include drawings. In 
both of these drawings the authors are depicted as isolated, behind bars, and with no 
means of getting to the outside world. Both of the authors remembered their young selves 
as being homesick during their admission.  
It is noteworthy that neither of these letters were censored by staff, which indicates 
that staff lacked acuity with respect to children's psychology and emotional expression. This 
apparent lack of professional knowledge is explored more fully later in this chapter. There is 
no record of how the boys' parents interpreted these letters, but George remembered 
receiving regular parcels from his parents containing: letters, sweets, cakes, puzzles, comics, 
books, toys, and other treats. He believed that the contents of his parcels were lavish and 
would have been difficult for his parents to afford, which, he believed, indicated that his 
parents were attempting to provide him with some form of 'long distance' love and 
comfort. 
 
      
 




Parcels of gifts and treats from home featured in the narratives of most interviewees, 
and were interpreted by them as a form of care or love from their parents. Michael 
remembered the effort and care that his mother 'poured' into the parcels she sent him. 
 
Hugh (1947, seven years old) I did get, em, a parcel every week, and I really appreciated that, 
because my mother would send me comics, and occasionally sweets and occasionally she'd send 
me, em, if she could get them, eggs - because eggs were all on ration. All the other kids got 
parcels. But I remember one thing I was always proud of, was the way my parcel was packed, 
because it, because my mother always managed to get a box to pack it in, it always looked nice 
and neat in brown paper, and she used to send me comics, occasionally books, occasionally 
annuals. So I didn't feel like I was cut off. (Pause) So much poured in a small box (sigh).417 
 
As with the preparation of letter writing material, the preparation, content, and sending of 
parcels was remembered by interviewees as tangible manifestations of their parents’ love, 
and provided reassurance that they had not been 'forgotten about'. Over half of the 
interviewees (31) stated that the prolonged period of separation from their family led to 
concerns that they had been forgotten. A smaller group of respondents (8) recalled 
believing that their parents no longer wanted them and that they had been permanently 
abandoned. All of these children were nine years old or younger on admission, and 
although they all received regular letters and some parcels, none of them were visited by 
their parents. Dorothy, who was in a convalescent home for ten months in 1946, 
remembered her nine-year-old self experiencing a physical desire to see her parents, which 
she expressed as a 'kinda physical ache, a real pain of longing, wanting to see them'.418 
Dorothy's remarks offer an insight into the strength of emotions caused by separation; 
feelings and fears that were so strong that they presented as embodied sensations. The 
interviewees who received visits from their parents did not recount any fears of being 
forgotten or abandoned by their families. In total nine interviewees received visits, and 
although they all remembered their parents’ visits as being much anticipated and enjoyed, 
they were also a viewed as a being a 'double edged sword', largely due to restrictive visiting 
policies. 419  
 Before the mid-1950s, most homes prohibited parents from visiting their children.420 
Visiting policies were codified in sets of ‘rules for the efficient running' of the homes, and 
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clearly laid out in published booklets, annual reports, and printed on the back of admission 
slips. 421 During the mid-1950s, the prevailing emotional standard with respect to the 
treatment of sick children began to undergo change. Prompted by the new awareness of 
sick children's emotional needs, convalescent homes slowly changed their visiting policies. 
All of the convalescent home surveyed for this study relaxed their visiting policies in the 
mid-to-late 1950s, and most commonly introduced weekly or bi-monthly visiting. St 
Angela's Convalescent Home Annual report, 1957, noted ‘in the interests of the children’s 
overall wellbeing it has been decided that parents will be permitted to visit their children on 
the second and last Sunday of every month.’422 However, even following the relaxation of 
rules, most homes only allowed parents to visit with permission (Figure 4.4), and they 
continued to forbid visiting for the first two weeks of a child's stay, as it was considered best 
to allow a 'child to settle' in before parents visited. Therefore, despite some relaxation of 
visiting rules, restrictive visiting policies, in combination with the long distance of most 
convalescent homes from London, meant that children continued to spend significant 
periods of time separated from their families.  
 
 
Figure 4.4. Admission card granting parents permission to visit their daughter. Note restrictions associated 
with visiting.423 
 
421 Regulations for patients, and others regarding the sea-side branch, 1911, 'Little Folk's Home Committee 
Meeting Book', RLHQE/A/61, Royal London Hospital Archives. 
422 Annual Report of St Angela's Convalescent Home, Margate (1957). 




 Extracts from the testimonies of Mavis and Laurie illustrate that their de facto 
experiences of parental visits and long periods of separation were similar despite twenty-
five years separating their admissions. 
 
Mavis (1936, seven years old) [M]y parents were not allowed to see me at all, never ... Now that 
was absolutely their law, you were not allowed to see your parents (interviewee tapped table 
with each word).424 
 
Laurie (1961, eight years old) My parents didn't come to see me at all. They couldn't really, you 
know, it was, ah, just too far really, and it was too expensive, just for such a short visit. And 
there wasn't much spare money, no they didn't have the money for stuff like train fare.425 
 
Parental visits were significant themes in the narratives of both the interviewees who were 
visited and those who were not. Interviewees believed that the cost of travel and restrictive 
nature of visiting policies discouraged their parents from visiting and, for those who 
received a visit, reduced their enjoyment and unnecessarily shortened the time they spent 
with their parents. Sybil was in a convalescent home for eight months in 1957, during her 
admission she was visited twice by her parents. 
 
How often did your parents visit you? 
Sybil (1957, nine years old) Only twice. That was all. It was a long way and there was no money, 
not in them days. But, anyway, the travel, the distance was too far as well. ... When they did 
come it was, oh, it was wonderful. I can't remember what we did, I don't think that we did 
much. Em, we had to all sit in the dining room, so I, I'm not sure why, but everyone was there, 
you know, a family at a table all formal. (Pause) I suspect it was their rules, rather like prison 
visiting.426 
 
Although Sybil recalled the pleasure she gained from her parents' visits her statement also 
suggests feelings of boredom and frustration at the formal visiting regime. Sybil's feelings of 
frustration were echoed by other interviewees. Paul who was it a convalescent home for six 
months, remembered visiting as being 'formalised and authoritarian' and for a young boy 
'quite artificial and boring.'427 
 
Paul (1953, ten years old) [W]e would sit in the dining room, the kids would sit at tables, the 
parents would come, the parents would queue up, you couldn't just come in when you liked, it 
was very formalised and authoritarian, and your parents would come in and you would have 
two hours with them in the dining room. It was a big dining, massive dining room where all the 
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kids sat and had their meals, so we'd sit at, em, different tables, all polite, quite artificial and 
boring. Not what a ten-year-old boy wants to do! (laughs and pause) But visiting was a really big 
thing for me, and I, em, it was something to look forward to, it wasn't, sitting in this dining room, 
it wasn't what you wanted, not when you see your parents every eight weeks for two hours. 428 
 
 The controlled nature of visiting varied from home to home, with larger homes 
tending to be stricter and more formal. The introduction of weekly or bi-monthly visiting in 
the mid-1950s, was accompanied by a more general relaxation in policies and some homes 
allowed parents to take their children out on visiting afternoon. Rosamund recalled the 
trips out of the home with her parents as particularly happy occasions.  
 
And what did you do with your parents? 
Rosamund (1955, nine years old) Em, it was fun, they always asked me what I wanted to eat, 
and I always said the same. I was always, you know, as today, very down to earth, em, egg and 
chips and, em, and sausage and chips, my favourite. ... Yes, they took me, then they took me to 
Broadstairs, Ramsgate, I think they've still got it now, Dreamland, so I came down the helter-
skelter with my Father, and I've got a black and white photograph of my head sticking out 
behind him coming down the helter-skelter, it's on the wall, because it's a positive memory.429  
 
Overall visiting, and even the anticipation of a visit, was remembered as one of the high 
points in interviewees' admissions. Anticipation of a visit conferred a degree of pleasure by 
'just knowing that they would come in a few days was like a little warm glow', that extended 
the pleasure of a single visit into several days.430 Helen was in a convalescent home for 
three months in 1953, following a tonsillectomy, she was visited by her parents on three 
occasions. During her interview she recalled her feelings of being 'terribly homesick' for the 
first three weeks of her admission, when she felt 'cut-off' from her parents. However, once 
her parents visited her experiences of separation became were less acute and distressing.  
 
Helen (1954, eight years old) The first time they come I didn't know to expect them. I don't think 
I really knew that it was such a thing visiting or, ah, that your parents could visit. ... We were all 
ushered into this big room and there were all laid out tables all around with people at them. We 
were just, like, herded in, and then my mum was up there and calling my name. I flew to her, 
just flew. I can remember one of the nurses tried to grab hold of me but I ducked round her 
(laughing). ... But then of course it was time for them to go. Oh, I created merry hell. I begged, 
pleaded, cried, shouted. My mum got upset ... my Dad wrote on a bit of paper when they would 
be next visiting, he said "so as I could look forward to it." And you know what, what I did? I 
made him sign it! (laughs) And he did, all proper - Harold Ernest Molloy. I kept that little scrap of 
paper close. It was just like my lucky charm. ... I think that I drove the nurses mad, kept asking 
them was today the 8th of August 1954. Ha, you see? I still remember the date! ... [H]aving that 
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visit made a big difference, because then, after that, then I knew they would come back, that, 
that I would go home with them. 431 
 
 
Although all of the respondents who received visits discussed their acute distress at their 
parents’ departure, only one of them indicated a belief that they would have preferred to 
be without visits.432 For Helen, like others who were visited more than once, subsequent 
visits were less distressing, because, she 'knew that they would come back' and she 'would 
go home with them'.433 
 Helen's testimony demonstrates that unlike letter writing, where due to censorship 
children were unable to express their unhappiness, visiting sessions provided children with 
an opportunity to be more candid about their feelings. All but one of the respondents who 
received visits felt able to express their unhappiness and asked their parents to take them 
home. Notably, the requests of three children, nine-year-old Frank, ten-year-old Sarah, and 
ten-year-old Jack were acceded to, and they were taken home by their parents within days 
of their visit. The only observable commonality in these children was their parents' access 
to some form of private motorised transportation, that consisted of, an 'Austin A30, 
borrowed from a mate', a 'borrowed works van', and 'in the back of my uncle Ronnie's 
hearse ... where you'd normally put the coffin'.434 When Frank's father became impatient 
waiting for his son's discharge to be arranged through official channels, he used his 
access to a friend's car as an opportunity to take matters into his own hands.  
 
Frank (1953, nine years old) She [mother] thought it would be a good thing for me to go, get 
fresh air, put some weight on and whatnot. ... but when she saw me I was like some poor little 
Biafran, even thinner, miserable, crying ... she went home all upset and told my dad I was in a 
bad way, it wasn't doing me any good and I was better off at home. And my dad, well he didn't 
stand for no nonsense, he told her "to get on to the doctor and tell him we want him home". ... 
I'm not sure what happened, I think that she was given the run-around a bit, but, but I know she 
went to the Whitechapel [the London Hospital, Whitechapel] to speak to the doctors there, but 
it all dragged on too long for my dad, he didn't, you didn't say "no" to my dad, if you know what 
I mean! (laughs) So, he, em, anyway, he got a car, Austin A30, borrowed it from a mate. And he 
just drove down there picked me up and brought me back, and that was that.435 
 
 
431 Helen, C39MM-H1. 
432 Diane, C56MM-D1. 
433 Helen, C39MM-H1. 
434 Frank, C49MM-F1; Sarah, C46MM-S1; Jack, C21MM-J1. 




Although Frank's parents’ relative affluence as publicans with easy access to transport 
hastened his discharge, it was his mother's distress after visiting him that acted as the 
catalyst. Frank, Sarah, and Jack were among the few interviewees that discussed their 
childhood experiences of convalescence with their mothers in later life.436 They recalled 
that their mothers had described being surprised and distressed to witness their children's 
unhappiness during visiting. It was this realisation, they believed, that prompted their 
parents to arrange their early discharge. These memories correspond with entries in 
convalescent home admission registers that recorded child and parental distress as the 
main reasons for children being prematurely discharged against medical advice. A 
phenomenon that was exceptionally rare before the Second World War, but rose to 3% 
in the 1950s. Of the four mothers interviewed for this research, two visited their children 
regularly.437 They did not believe that their children were particularly upset, but they both 
believed that they would have taken their children home if they had been.438  
 The importance of available transportation or financial means to pay for 
transportation was confirmed by four respondents who cited these as the main reasons 
that their parents did not take them home after visiting. Sybil recalled her mother's lack of 
money for an additional fare home with particular regret. 
 
Sybil (1957, nine years old) And one time she [mother] came to see me and I asked her to take 
me home, and she said "I can't take you home", you know, she said "I haven't got enough 
money on me to pay for your fare". She showed me her purse, it had a couple of coppers in the 
bottom that was all, just coppers and a tattered lining. And she said "you'll be alright love". She 
didn't know, didn’t understand really, she had no idea. I said I was very unhappy, and she said 
"you'll be alright", you know, and she, I remember her saying: "You know, I wish I’d bought you 
back that day". So, I think if she had the money, she would have brought me home. (Pause) I do 
think if she had the money on her, she would have brought me home, but money, money was 
tight, every penny was counted for. (long pause) And, em, then, I, I think for the sake of a few 
bob I stayed there for three months.439 
 
Thus, for some respondents the lack of money or 'for the sake of a few bob', they 
experienced longer periods of separation than their parents would have otherwise desired. 
Moreover, this observation, taken in conjunction with parental explanations for not taking 
their children home, and the assurance that parents gave their children during visiting 
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sessions demonstrates an increasing parental reluctance to allow their children to be 
unhappy. This not only supports the assertion made earlier in this chapter, that post-
war parents had a growing awareness of their children's emotional wellbeing, it also 
suggests that they were more willing to resist medical authority to ensure that wellbeing. 
However, crucially, family finances influenced the decisions that working-class parents 
made regarding their children's health care and emotional wellbeing. This draws attention 
to inequalities in the health of the poor that extends beyond the current scholarly 
emphases on the provision of health care and medical authority; it suggests that poverty 
fundamentally shaped the decisions that parents made about the care and happiness of 
their children.  
 For children who did not have visitors, visiting day was a site of dispute and distress. 
Many remembered feelings of jealousy directed towards children who received visits from 
their parents. Margaret was in convalescent home for two months in 1955, she recalled 
feeling a great deal of enmity towards a fellow patient who received regular visits from her 
mother.  
 
Margaret (1955, thirteen years old) There was this one girl, she would, she thought she was 
special because her mum made the long trip from London and ... she swanned round like the 
Queen of Sheba after her mum's visit. We called her Lady Muck of Bethnal Green, (pause) 
terrible really, but really we, we were just jealous of her.440 
  
For others visiting day was remembered as being a particularly painful experience that 
resulted in uncharacteristic and violent behaviour. 
 
Saul (1956, ten years old) I can remember a great sense of anticipation. We did know it was 
visitors’ day, and you could see some of the children were getting ready to, you know; and the 
playroom wasn't closed off, so it wasn't that you couldn't go in there if you didn't have a visitor. 
But there were children in there who had visitors and children who didn't. And I can remember 
always hoping: perhaps they'll be there, perhaps. All the anticipation and the disappointment 
when they weren't, bitter disappointment when they weren't, em, and the sadness. One day I 
had a, I guess you'd call it a tantrum. I screaming, hollering, lashing out at the nurses, cos' I 
didn't have visitors.441 
 
Annie (1960, six years old) [A]nd there was a playroom, quite a big room. I can't remember going 
in there very often, but on visiting day, when the parents visited, they would go to the playroom 
and be with their children there. And, as I said, my parents didn't ever visit, I’m not sure why, 
why they didn't, I, I, I don't know, but, as I say, other parents did visit, and I remember being 
aware, you know, of it. I would go and see if they were there and, of course, they weren't there. 
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I can remember that very clearly, that's one of the worst memories that heavy, deep feeling. I 
can remember there was one time, em, with one of the little girls we tried to get in, but 
couldn't, we were kept out. So, we went outside and we, we threw stones at the window. And 
again, this was completely out of character.442  
 
The remembered accounts of visiting highlights the importance of contact between children 
and their attachment figures in reducing the trauma of separation. Unlike hospitals the 
restrictive visiting practices in children's convalescent homes were not questioned by the 
increasing number of contemporary professional and lay commentators who advocated 
open visiting for children in hospital.443 This is particularly curious as the care of children in 
convalescent homes bore many resemblances to the care of children in hospital, and they 
were generally inpatients for significantly longer periods of time. Moreover, although 
metropolitan children's hospitals reacted quickly to the research findings of Bowlby and 
Robertson, and generally introduced daily open visiting for parents by the mid-1950s, they 
continued to send significant numbers of children to convalescent homes that had weekly 
or monthly visiting policies, and were hundreds of miles from children's familial home. 
 The explanation for this paradox is unclear, but entries in official reports, hospital 
records, medical minutes, and convalescent home medical records continued to stress the 
importance of providing children with fresh air, good food, rest, and respite from the 
overcrowding and pollution of London, without discussing their emotional wellbeing. The 
primacy afforded to physical health over mental health points to an area of tension in 
children's health care, where new concepts and understandings of children's emotional 
needs and child psychology collided and competed with traditional ideas of child care and 
medicine. In addition, the continued emphasis placed on exposing children to fresh air and 
good food into the late 1960s, at a time of increasing working-class access to open spaces, 
prosperity, and universal school meal provision indicates the powerful persistence of older, 
redundant ideas of health care needs. Even when the resultant separation of children from 
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The primacy afforded to physical care is demonstrated by memories of the emotional care 
children received from convalescent home staff. In listening for respondents' memories of 
emotional care, two voices were discernible, the voice of need that expressed the largely 
unmet attachment needs of children; and the voice of despondency and despair that 
obscured much of the emotional care given. Recognising how these two voices moved in 
relation to one another was important in understanding respondents’ emotional 
experiences and how these were used to construct and reconstruct narratives. The great 
majority (46) of interviewees recalled experiencing a lack of emotional tenderness from 
nursing staff. They also believed that this lack of tenderness made their experiences of 
separation more painful. Ruth who, in 1939, was a particularly homesick nine-year-old, 
could not recall being comforted during her cries for home. Instead, she characterised the 
attitude of nursing staff as 'they cared for us, but they were not caring, we were a job of 
work to be done and that was all'.444 This characterisation of a lack of emotional closeness 
continued across the period covered by interviewee experience. Laurie who was a patient in 
1961, recalled that the nurses were 'kind, but not kindly.'445 A lack of emotional care from 
staff was spontaneously mentioned by twenty-seven interviewees, and a further nineteen 
reported a lack of emotional care when directly asked, 'What emotional care did you 
receive from staff?'; a minority of six ex-patients did, however, recall receiving care that 
they categorised primarily as either tender, loving, comforting, affectionate, warm or 
motherly.  
 As with other aspects of interviewee testimonies there was a certain amount of 
ambiguity or contradiction in the memories of the emotional care given by nursing staff. Of 
the forty-six interviewees who reported a lack of emotional care, either spontaneously or 
when directly asked, over half mentioned incidents that could be categorised as being 
caring or tender, such as, singing a bedtime song, telling stories, playing games, being held, 
and receiving treats. Benjamin's testimony illustrates how these memories were not readily 
acknowledged, obscured by a voice of despondency and despair.  
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Benjamin (Ten years old, 1939) Yes it was that bad, because no one, no one was happy there. 
You know, I mean, you know, it wasn't a concentration camp, no definitely not that bad. Em, but 
it was devoid of any type of emotional support for kids.446 
Do you remember having any hugs, cuddles from the staff? 
No, not at all. One very nice thing that happened once, and I always remember fondly, one of 
the young nurses took us out on a walk and she bought a whole load of sweets to give to all of 
us. I remember, I remember that quite clearly, being very pleased. And then, not all the time, 
but another one of the nurses sang to us at night in bed sometimes, and that was very nice, it 
was like being at home. ... but no, not any emotional support.447 
 
In contrast to the memories of ex-patients, both of the nurses who were interviewed 
recalled that distressed children were routinely comforted by staff. Janet remembered that 
'some of the children would get terribly homesick ... I would sit them on my knee and 
cuddle them while I took their temperature and pulse or did the other things that needed 
doing'.448 Similarly, Ellen recalled 'fussing them while I brushed their hair' and 'making up 
stories while we got them ready for bed' and 'tucking them in with a kiss and a cuddle'.449 
Although the memories of patients appear equivocal, and the accounts of staff and patients 
appear to contradict each other, they can be understood by taking a broader view of 
nursing care in children's convalescent homes. Most specifically, the theory which 
underpinned the delivery of nursing care, and the staffing levels in homes.  
 The relationship between the care of sick children and the theoretical basis of nurse 
training has not received significant scholarly attention. Therefore, to determine the 
theoretical focus of nurse education and the presence or absence of children's 
psychological needs in their curricula, a survey of general nurse and sick children's nurse 
training syllabi, examination papers, and training manuals between 1922 and 1967, was 
undertaken.450 It is significant that no questions relating to the psychological care of sick 
children occurred on general nurse or sick children nurse examination papers in the period, 
suggesting that the topic was not addressed by their training, or was not considered 
 
446 Benjamin, C16MM-B1. 
447 Benjamin, C16MM-B1. 
448 Janet, N2MM-J1 
449 Ellen, N1MM-E1. 
450 'Papers of Elizabeth Hay', 1921-1951, C375, Royal College of Nursing Archives; ‘Syllabuses: General 
Nursing', 1922-1977, GNC/E/2/1, Royal College of Nursing Archives; 'Papers of Catherine Edwards', 1923-1937, 
C731, Royal College of Nursing Archives; Lecture notebook and examination paper, 'Miss Davenport', 1924, 
C502/7/21, Royal College of Nursing Archives; 'Examination Papers of Minnie Townsend', 1930-1068, C45313, 
Royal College of Nursing Archives; 'State Final Examination Papers', 1931, C502/7/18/2/6, Royal College of 
Nursing Archives; 'Papers of Marjorie Simpson', 1955, C261/10/12, Royal College of Nursing Archives; 'Papers 
of Clara Stark', 1945-1954, C747, Royal College of Nursing Archives; 'Papers of Patricia Penn', 1931-1991, C199, 
Royal College of Nursing Archives; 'Papers of Dora Frost', 1952, C584, Royal College of Nursing Archives; 




important enough to be examined on. It is therefore possible to conclude that nurses were 
not fully aware of the importance of children's psychological needs, and that any such care 
they provided was based on social norms, rather than professional knowledge. Of course, 
social norms did involve comforting distressed children, but as previously discussed, the 
physical care of sick children was given priority over their emotional care.  
 In addition to a lack of professional knowledge, both of the nurses interviewed 
stated that staffing levels consisted of one qualified nurse and two assistants to provide 
care for thirty, or more children during the day, and one nurse for thirty children, with a 
matron on call, during the night.451 These staffing levels support the archival evidence 
presented in chapter three of this thesis that suggests similar levels of staffing were present 
in all categories of home, apart from those homes administered by hospitals, who had a 
slightly higher ratio of one nurse to every ten patients, plus student nurses. Staffing levels of 
the types described would have required staff to work continuously and efficiently to 
ensure that children's physical needs were met, leaving little time to provide emotional 
care.452 This type of efficient nursing care was noted by James Robertson in his study of 
hospitalised children, where he described a busy children's ward in which nursing care was 
routinely performed on a job-assignment basis designed to achieve maximise efficiency, but 
prevented children and staff developing relationships.453 This observation is significant 
when viewed in the context of modern attachment theory that argues in the absence of 
family members it is possible for children to have their attachment needs met by 
nonrelated adults acting in a professional capacity. Thus, it is possible to assert that the 
ability of nursing staffs to provide emotional care to patients was influenced by poor 
staffing levels, a lack of professional knowledge, and a contemporary emphasis on meeting 
children's physical needs. In these circumstances nurses were often required to combine 
acts of emotional care with physical tasks. This awareness reconciles the apparently 
contradictory memories of patients and staff.  
 Although only a small number of respondents remembered receiving emotional care 
from staff, a greater number (13) had memories of being supported by other children, 
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usually older females, who cared for them and acted as surrogate mothers. Anthony 
remembered becoming particularly attached to an older girl who cared for him, care which 
he still felt indebted to when interviewed sixty-five years later.  
 
Anthony (1950, six years old) Oh, what a sorrowful, pitiful mess I was in, and this, this young girl, 
she looked after me, she mothered me. I don't, as I say, don't know how old she was, but she 
was older than me, and even now I often wish I could speak to her and thank her. She was a 
guardian angel to me, she really was. If I was in need of that little bit of love and attention I 
would go and find her – my angel.454 
 
The attention and care provided by older children was an important source of support for 
younger children who felt an acute need for a mother figure to cleave to. Equally, ten older 
children, all of whom were female, recalled gaining pleasure from looking after younger 
patients. Over half of these 'child carers' had younger siblings, and they compared caring for 
younger patients with looking after their brother or sister.455 Pam was a patient for three 
months in 1948, she recalled that looking after younger children gave her pleasure and 
reminded her of her familial home.  
 
Pam (1948, twelve years old) [T]he little ones were always sad, crying for their mums, and that. 
Well I, well cos, as I said, I was one of the oldest, same as my friend, though she might have 
been a bit older. Anyway, we would look after the little ones, if they cried, tried to make them 
laugh, hold their hands, give em a cuddle, and that. ... It was what I did at home, you see? 
Looked after the little ones. So I enjoyed that, looking after them, and that. (pause) I, em, I can 
still see this one little girl, she had long blond hair, all curly, beautiful it was. And I would brush it 
out for her every morning. ... In the end she was like my little shadow (chuckles).456 
 
 Anna Davin has drawn attention to the role of ‘little mothers’, when older children 
assumed significant caring roles for their younger siblings, but her analysis emphasises 
mother-child-like bonds within genetically related familial groups.457 The occurrence of 
older children providing care for nonrelated younger children is discussed by Joanna 
Penglase in her book exploring Australian children's orphanages. Penglase notes the 
complex relationships between older and younger children, and the protective roles they 
sometimes assumed, although she does not explore how these older children felt about 
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these roles or why they undertook such roles.458 Yet, what is significant in the accounts of 
Pam and the other 'child carers' in this study, is the deep pleasure they received from caring 
for younger patients, and the correlation between caring for younger children in 
convalescent homes with the similar roles they performed in their familial home. 
Furthermore, it is striking that none of the male respondents recalled caring for younger 
fellow patients or, indeed, their siblings. This draws attention to the gendered division of 
labour, and indicates a relationship between children's institutional behaviour and gender 
roles in their familial home. This gender based division of caring was also apparent in sibling 
testimonies and will be discussed in a subsequent chapter.  
 
Conclusion 
All of the individuals interviewed for this research felt that they had been affected by their 
childhood experiences of convalescent homes, and yet they held a diversity of memories. 
Some, spoke of their life being ‘fundamentally’ shaped by their experiences, while others 
spoke of it as something they ‘just forgot about’.459 However, the most significant aspects of 
all respondents’ narratives concerned their emotional, rather than their physical wellbeing. 
Accounts of physical experiences, even discomfort, were considerably less prominent and 
often only mentioned as a secondary consideration.  
 
Did you have any treatment in the convalescent home? 
Martin (1938, eight years old) Oh Yes. I had to wear a tight metal brace, day and night to stop 
me moving me neck. Em, ah, that was the worse part of it, you know, at night. I could hear some 
of the others crying themselves to sleep. (pause) This one girl she would sob, break her heart 
every night. Em, yeah and would get me thinking about my family ... that was the worse part.  460 
 
 Despite this, children’s emotional response to institutional health care is not 
adequately addressed by current scholarship. The historiography of emotional care in 
institutions has predominately focused on long-term institutional care.461 Historians, heavily 
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influenced by notions of agency, power, and delinquency have tended to adopt a 
Foucauldian framework of universal control and repression. Work by Harry Hendrick, 
Andrea Turner, and Bruce Lindsey has begun the process of turning the focus of scholarly 
attention towards a more nuanced view of the emotional care of children in hospital. 
Through the close reading of patient case notes and hospital administration records Lindsey 
and Tanner have demonstrated that it is possible to access parental feelings about their 
children’s hospital care.462 Harry Hendrick has developed this line of investigation further by 
exploring children's emotional responses to hospitalisation in the 1950s, although in doing 
so the voice of the child patient is noticeably absent.463 Instead, Hendrick interprets 
children’s experiences through the meditation of medical case notes, doctor’s reports, and 
official documentation; unfortunately, these sources do little to articulate the experiences 
of sick children. 
 Sick children's emotional responses rarely left traces in official and written records. 
The tendency of scholars to rely on these sources means that current scholarship falls short 
of elucidating children's emotional worlds. Indeed, Alysa Levene has recently observed that 
one of the principal problems historians of childhood face is the scarcity of the child's own 
voice.464 The strength of using oral histories to examine emotional responses to childhood 
convalescence is that it allows historians to draw on first person remembered experiences. 
This chapter has shown that with careful attention to methodology it is possible to use oral 
history testimony from adults to explore their childhood emotional experiences and 
responses to institutional convalescence. As such, oral history is a valuable historical tool 
that reveals a depth of information that is often unavailable from other sources. 
 Interviewees' testimonies revealed that the significance of children’s convalescence 
extended beyond its role in consolidating biological recovery, and generated acute and 
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often long-term emotional responses in children. In identifying which aspects of 
respondents' experiences to explore an intensive analysis of each interview was undertaken 
using psychologist Carol Gilligan's Listening Guide method of analysis.465 Importantly, this 
methodology facilitated the capture of themes that may have been invisible, seemed 
irrelevant, or even, too obvious to a less intensive approach. As a consequence, this chapter 
has covered a diversity of themes, but they are all linked by interviewees memories of 
separation. 
 Separation from family members had a profound effect on interviewees' memories, 
resulting in deep feelings of sadness or distress that pervaded their entire experience of 
convalescence, displacing other, more positive, memories. As such, although the accuracy 
of an individual’s account may have omissions and embellishments, the way that they 
remember their experience constitutes a truth about the way they were experienced. The 
separation of children from their families in institutional health care is an area where a 
number of discourses and practices met that were often in tension with each other, 
including, healthcare, psychology, class, parenting, and kinship. Individual experiences of 
convalescence were largely shaped by the structural parameters of these competing 
discourses, as they determined and defined suitable environments, routines, regulations, 
visiting policies, and care priorities. These observations draw attention to contradictions in 
the position of children in society, and provide a new way of viewing and understanding 
some of the complex social and cultural changes that occurred between the interwar 
















Chapter Six: Agency and Isolation 
 
Tom (1938, nine years old) Even as a young boy I had a sense of what was what, em, and I, 
sometimes, some things that happened were quite embarrassing for me and hard to deal with ... 
I couldn't, you weren't allowed to shut the toilet door, not until you were eleven, and I was nine, 
so had to leave the door open. And, em, I didn't like that, I didn't like the idea of an audience! 
(laughing) So, I sang at the top of my voice, you know, so the others knew I was there and, and 
would keep out! (laughing, followed by long pause) But, you know, at the time it wasn't very 
funny. (Pause) But, like I said, that was the sort of thing you had to do.466 
 
In 1938, nine-year-old Tom was diagnosed with rheumatic fever, following a short hospital 
admission he was transferred to a children's convalescent home for three months to ensure 
his complete recovery. During his interview Tom recalled that his experience of 
convalescence was defined by feelings of homesickness and missing his family. However, in 
addition to these broad overarching feelings, he described numerous small episodes that 
significantly coloured his admission experience, like the aforegoing description of ensuring 
his privacy in the lavatory by singing. Indeed, like Tom, the great majority of interviewee 
statements contained broad themes that were obvious both in their subject matter and 
personal significance, such as, accounts of homesickness, separation, alteration of familial 
bonds, and experiences of returning home. As well as these broad, conspicuous themes 
there was a number of re-occurring, seemingly small, separate subjects including accounts 
of medical treatments, toileting, bathing, food, rules, and punishment. Although a disparate 
and ostensibly unrelated set of themes there were obvious commonalities in the way that 
respondents narrated these subjects, including the contrapuntal voices used, and their 
association with feelings of embarrassment, distress, loneliness, confusion, and anger. 
Therefore, with the specific research objective of determining the relationship between 
these subjects, interviewee testimonies were re-analysed using Gilligan's Listening Guide. 
By adopting this methodology it became clear that what had initially appeared to be 
distinct, unrelated subjects were, in fact, all memories of events in which individuals 
influenced or attempted to influence their environment. Hence, they were a constellation 
of experiences that were joined by the thread of childhood agency.  
 Academic interest in children's agency first emerged during the 1970s, when 
anthropologists, arguing that children occupied an obscured position in society similar to 
 




other subaltern groups, stressed the importance of positioning children as social actors who 
were worthy of study in their own right.467 Following the United Nations Convention on the 
Rights of the Child, 1989, interest in children's capacity for agency increased, and as Alison 
James notes, attention to children's voices became a powerful mantra among 
researchers.468 This new scholarship brought children into academic research as 
independent, autonomous individuals in their own right. Research from across the 
humanities extended the scope of enquiry to encompass the representation of children's 
voices in studies of their everyday lives.469 Studies of children's agency in play, peer group 
interactions, death, sickness, and sibling relationships have been particularly informative of 
how children influence their environment.470 Although the recognition of children as 
competent social actors is a widely adopted research orthodoxy academics, such as, David 
Lancy, Alison James, Spryos Spyrou, and Alexis Arnaud de La Ferrier have warned against 
tokenism.471 Taken together, their criticisms suggest that without a deeper engagement 
with methodological processes that address the problems of definition, quality, and 
authenticity scholars risk contributing to children's obscured position.  
 Notwithstanding that these criticisms were directed towards the social sciences, 
they also raise important considerations for historians of childhood. The study of children's 
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agency is a comparatively recent development in historical analysis.472 Despite the newness 
of the field, much of the most exciting work in the history of childhood during the last few 
years has sought to explore childhood agency. The work of Laura Lee Downs, Hannah 
Newton, Kristine Alexander, Anna Mae Duane, and Siân Pooley provide excellent examples 
of historians critically engaging with children's voices and positioning them as autonomous 
individuals in their own right.473 This recent scholarship questions assumptions regarding 
children's powerlessness and their inability to effect meaningful change; particularly with 
regards to intergenerational relationships and relations outside the nuclear family.  
 Positioning children as independent social actors challenges historians to 
reconceptualise and broaden their definitions of agency. Mary Jo Maynes has observed that 
many of the ordinary understandings of agency and power simply do not apply to 
children.474 She suggests that by critically engaging with definitions of agency the 
importance of age as a category of historical analysis comes sharply into focus. Steven 
Mintz has similarly stressed the importance of age, noting that age, like gender, is a system 
of power relations that are embedded in personal relationships, institutional structuring 
and social practices.475 As such, without a deeper engagement with age-related power 
differentials, it is not possible to properly understand children's agency and how it was 
structured by, and varied across, particular social relationships and historical contexts.  
 It is clear that conceptualising children's agency draws attention to methodological 
issues that are problematic, especially in so far as notions of agency rely on definitions 
conceived to account for the behaviour of adult, usually economically privileged, white 
males. This chapter critically engages with definitions of agency by exploring what qualified 
as an expression of agentic behaviour; how it was enacted - by individuals and through 
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others; with what power children acted; how this varied across particular contexts; and how 
they understood their own power. In problematising concepts of agency in this way, this 
chapter rotates around the key foci of: consent, privacy, and discipline. As the chapter 
engages with these three key themes it explores how institutional isolation influenced 
children's power, and how individuals drew on peer group culture to facilitate and support 
acts of agency. In doing so, it crosses back and forth over seemingly contradictory 
representations of childhood agency. These contradictions serve to emphasise the 
importance of approaching studies of childhood as both relational and contextual.  
 This chapter, then, explores how children's separation from their familial homes and 
networks of support influenced their expression of agency. It opens by discussing 
interviewees' memories of consent to medical care, both in their familial homes and 
convalescent homes. Respondents' described giving and refusing their consent in equal 
measure. The degree to which both behaviours were manifestations of agency will be 
discussed across a range of relationships and contexts. This first section also uses the theme 
of consent as a prism to examine the influence of previous experience on children's 
understanding and characterisation of medical treatments. The second section moves on to 
consider children's agency through the theme of privacy. Exploring the various ways in 
which institutional practices challenged children's privacy, provides a unique optic through 
which to examine cultural constructions of privacy. Furthermore, the ways in which children 
enacted these norms, deploying various behavioural devices to maintain their privacy, 
provides valuable information regarding the significance of age when observing for agentic 
behaviour. The final section moves on to examine discipline within children's convalescent 
homes. The institutional discipline of children who, for the most part, were not perceived as 
problems or delinquents, provides a deeper understanding of social attitudes towards 
discipline than is available from current scholarship's focus on the discipline of 
transgressors. The different modes of discipline used within convalescent homes, and their 
varying influence on an individual's ability to exert agency, draws attention to the 
pernicious effect of isolation within institutional settings. This section concludes by 
exploring childhood experiences of discipline as causal forces in life narratives, and ties 
historical change within personal experience.  
 Through each of the three sections, this chapter aims to provide a nuanced 




exercised agency in a diversity of ways. By considering the various ways that children 
enacted agency, this chapter complicates institutional narratives that identify children as 
unindividualised, subordinate subjects. Instead, it positions children's agency as shifting, 
negotiated exchanges shaped by space, relationships, and cultural norms.  
 
Consent 
An integral component of a patient's agency is their ability to exercise informed consent. 
The general principles of informed consent, both in law and bioethics, involves a patient 
understanding and agreeing to some form of intervention on their body or mind.476 Among 
children obtaining consent is dependent on them having the capacity to understand the 
implications of their decisions. Historically, based on Piagetian age-stage theories of child 
development, children were considered inherently to lack the experience and capacity to 
understand the implications of their decisions.477 Instead, parents, or other 'responsible 
adults' gave or withheld consent to medical treatment on behalf of children.478 Despite a 
growing awareness of children's rights in relation to medical ethics during the late 1960s, 
the subject of their ability to give consent to medical care was not a subject of medical or 
nursing discourse.479  
 Medical notions of children's ability to give consent began a gradual process of 
change in the mid-1980s, when the case of Gillick versus West Norfolk and Wisbech Health 
Authority ruled that children who were 'competent to make informed, wise decisions' could 
give valid consent on their own behalf.480 This was followed by acknowledgement in the 
1989, Children's Act that children should be involved in the process of medical consent, and 
should, in certain circumstances, be able to withhold their consent to treatment. Research 
by social scientists similarly suggested that children of all ages should be involved in the 
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process of consent, and that in certain circumstances, particularly in the case of long-term 
treatments, children as young as five or six are capable of consenting to medical 
treatment.481 As a result, in recent decades medical consent has moved away from an 
arbitrary ‘age of consent’ towards respect for individual children's abilities, and an emphasis 
on involving children in decisions relating to their medical care. However, during the period 
covered by interviewees’ experiences, medical orthodoxy did not consider it necessary to 
seek or obtain consent from children; although at the time of being interviewed most 
respondents were aware that the standards for gaining consent from children had changed, 
and the views that 'things are different now', 'you have to ask children what they want', and 
that children's opinions 'are more important than anything else' were commonly held.482  
 In contrast to the praxis of medical staff, interviewees remembered their parents’ 
attitudes towards gaining consent as being more variable. As discussed in the previous 
chapter, 34% (18) of interviewees, all from the post Second World War group of 
respondents, recalled that their parents allowed them to decide whether they went to a 
convalescent home. In addition, twelve of these individuals also recalled that convalescence 
was represented in various favourable guises, in what appears to have been attempts to 
gain their consent. Among the 66% of interviewees who did not recall being asked if they 
wanted to go to a convalescent home, there was a universal belief that their parents did not 
think that it was necessary to gain their consent, and that they were simply expected to 
comply with their parents' wishes. However, in many other health related circumstances, 
this characterisation of parental injunction was not viewed as typical, and, without 
prompting, many respondents recalled their parents actively seeking their consent or 
cajoling them to go along with their wishes. Dorothy described her mother's attempts to 
encourage her to have a sulphur bath. 
 
Dorothy (1946, nine years old) My brother and myself we did have to go regular to the local 
clinic for sulphur baths because we’d contracted scabies, and there was a lot of that. You only 
had about, probably about nine inches of water and this sulphur stuff put in the bath, and you 
had to lay in that. I don’t know how long I was in there, but I remember just going in there, and I 
hated them, so I'd carry-on and try to get out of them. And so my Mum told me I would infect 
other children at school, so I had to go for these sulphur baths, and she promised I'd get bread 
pudding with raisins if I'd go and do as I was told. I can remember going in one time, and I only 
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had two or three inches of water, I got told off for not putting enough water in ... and I still got 
my bread pudding that day (laughing).483 
 
Similarly, George remembered that his daily dose of vitamins was a contested and 
negotiated event that required the intervention of both of his parents. 
 
George (1959, seven years old), I was a sickly kid, well weak, you know. My mum said 
they had to build me up. ... [T]o help put on weight I had Scott's Emulsion every morning. 
It was white horrible medicine, bit like cod liver oil, only thick white stuff. I never liked it, 
it made me feel sick, horrible. And I, em, had to have it every morning, and every 
morning it was the same performance. I'd say "no", then my dad would put me on his 
knee, and mum had a spoon of Scott's Emulsion in one hand and a spoon of jam in the 
other, and I remember (laughs) then it was - "Right, open your mouth!", in it went, 
"Swallow!", then in went the jam.484 
 
 Dorothy's and George's accounts of their parents using enticements to gain their 
cooperation and consent to health treatments draws attention to power relationships 
between parents and their children. It illustrates that these exchanges, rather than being a 
rigid dichotomy of adult power versus child helplessness, were, instead, nuanced and 
negotiated interactions. Although children complied with their parents’ requests, they 
exercised a great deal of power, and, in fact, often appeared to hold the upper hand.485 In 
observing these negotiated interactions a new contrapuntal voice became discernible, 
which I labelled the voice of confidence. The aforegoing extracts from the testimonies of 
Dorothy and George demonstrate many of the attributes of this voice that was 
characterised by a forceful tone, lack of hesitancy, and the use of active verbs, all of which 
came together and conveyed a sense of purpose and power.  
 Interviewee memories of negotiated exchanges with their parents were not 
consistent across the period of study, with 81% (26) occurring in the post-war group, and 
19% (6) occurring in the pre-war group. The majority of pre-war interviewees either recalled 
that they would not have 'dared' to openly disobey their parents or that their compliance 
with their parents' wishes was achieved by verbal or physical coercion. The marked 
difference in power structures between pre-war and post-war families supports the findings 
described in chapter five of this thesis. Specifically, that there was a change in the way that 
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metropolitan working-class parents conceptualised their children’s emotional needs, and an 
associated development in the way that parents communicated with their children 
following the Second World War. 
 Given the more permissive nature of parenting in post-war families, it is perhaps 
surprising that more parents did not give their children the opportunity to decide if they 
wished to attend convalescence. This observation is particularly relevant to the group of 
fifteen parents who prepared their children for their forthcoming admission, but did not 
allow them to choose if they wished to be admitted.486 It is, of course, possible that this 
group of parents believed that convalescence was essential in maintaining their children's 
health, and that this belief took precedence over gaining their consent. However, oral 
history testimonies indicate that parental behaviour was more complex, and related to 
parental perceptions of their own agency and inability to withhold their consent from 
medical professionals. 
 Medicine’s dominant cultural position is emphasised by interpretations of health 
care that stress the authoritarian attitude of doctors.487 In his memoir The Classic Slum: 
Salford Life in the First Quarter of the Century, Robert Roberts recalls that doctors were 
treated and acted like ‘demi-gods’, similarly, Ross notes that mothers were ‘notoriously 
intimidated’ by clinic doctors, who dictated modes of care.488 Although Foucauldian 
interpretations of children’s health care have been challenged on points of details, they 
remain an influential and useful conceptual framework.489 Angela Davis' study of maternity 
care notes the continued power imbalance between patients and medical staff in the era of 
the new National Health Service, although she also suggests that women began to slowly 
challenge medical authority.490 This characterisation of slowly changing power relations is 
only partially supported by interviewee testimonies, who described a mixture of continuity 
and change in their parents' relationship with medical staff. All interviewees across the 
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period of this study characterised their parents' behaviour towards medical personnel as 
deferential. However, attitudinal change was observable in a subgroup of thirty 
respondents who described their parents' deference as extreme. There was a marked 
divergence in the incidence of this characterisation between pre-and post-war groups, 
occurring at rates of 89% (16) and 41% (14) respectively. This, suggests some movement 
towards an equalisation of power relationship following the Second World War.  
 Nonetheless, despite evidence of a reduction in the rate of extreme parental 
deference there was a striking continuity of older, pre-war behavioural patterns in the 
subgroup of fourteen post-war parents that were described as being extremely deferential. 
This was observable in the extent to which pre-and post-war respondents used the same 
language to characterise their parents' relationship with medical staff. The testimonies of 
pre-war Elizabeth and post-war Laurie illustrate how doctors were often depicted with 
divine authority.  
 
Could your parents have chosen not to send you for convalescence? 
Elizabeth (1937, seven years old) They wouldn't have thought of it. They just wouldn't have, the 
doctor was God as far as they were concerned. If the doctor said something, then it must be 
right, and you had to do it. He was a real figure of authority, they would never have dared 
answer back. Well my parents wouldn't anyway.491 
 
Laurie (1961, twelve years old) No, no. They always took the doctor’s advice. In those days the 
doctor was God, whatever the doctor said went. But the doctor thought it was the right thing to 
do, so they did it. ... They would go along with whatever he said, it was like they were in awe, 
like a, almost a reverence, just cos he was the doctor.492  
 
Interviewees' comparison of their family doctor with God is highly indicative of the power 
that interviewees and their families invested in the persona of doctors and the institutions 
of medicine. This observation informs the debate of the secularisation of Britain. Changing 
power differentials between medicine and religion have been discussed by historians who 
point to medical advances as one of the contributory factors in the decline of religious 
observation in Britain.493 However, there remains unresolved tension between scholars 
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regarding the timing, speed, and causes of Britain's secularisation. Callum Brown's 
revisionist account suggests that it was not until the 1960s, with the changing role and self-
image of women, that Britain underwent an abrupt secularisation.494 Yet, the statements of 
interviewees clearly articulate the importance of medicine, and a readiness to conflate the 
power of medicine with the power of divine intervention across the period covered by 
interviewee experience, 1932-1961.495 Indicating that secularisation in Britain had an earlier 
onset, at least among the London working classes, and more diverse aetiology than Brown 
suggests. 
 It is noteworthy that eleven of the fourteen interviewees who were prepared for 
their forthcoming admission, but not permitted to choose if they wished to attend, 
categorised their parents as being extremely deferential. All eleven of these interviewees 
believed that their parents would not have acted against their doctors' advice. For three 
individuals their parents’ deference, or even reverence, was so deep-seated that it persisted 
even when they lacked confidence in their doctor's ability. Laurie recalled that his family 
doctor was known locally as 'Whiskey Gibb', but despite this characterisation, 'he was like 
God' to his parents.496 Similarly, one of the post-war mothers believed that her general 
practitioner had, on several occasions, been negligent, yet, she agreed to his suggestion 
that her four-year-old son was admitted to a convalescent home, because 'I just thought 
well he knows what he’s talking about, and I didn't think I could have disagreed.'497  
 The influence of science and medicine on maternal understanding of health and 
disease has been extensively studied. Studies by feminist scholars have identified the 
growing impact of science and medicine in women’s daily lives. They suggest that the 
greater emphasis on dust and dirt as pathogens not only increased the physical burden of 
women’s work, but the importance of cleanliness as a means to avoid disease added to 
women’s emotional burden.498 This dramatically transformed mothering practices as the 
emergence of the ideology of ‘scientific motherhood’ emphasised women’s reliance on 
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medical and scientific expertise to properly care for their children.499 This important critique 
provides an insight into how mothers assessed their ability to look after their children, 
especially their sick children. It also draws attention to contemporary understanding of the 
requirements of a suitable home environment for the proper care of children. The influence 
of these factors on parental decisions concerning their children’s convalescence is evident 
in the testimonies of interviewees.  
 In addition to engrained patterns of deference affecting parental behaviour, eight 
respondents recalled that their parents feared the intervention of state welfare agencies. 
This fear, respondents believed, intensified their parents’ deference and compelled them to 
consent to their children's admission. All eight of these respondents came from 
economically disadvantaged families, often due to prolonged periods of paternal 
unemployment or death. The great majority (7) of them were among the post-war group of 
fifteen respondents whose parents prepared them for their admission, but did not allow 
them to choose if they wished to attend. Mark Peel has noted that the Second World War 
marked a 'turning point' in social workers' attitudes to the poor. He suggests that they 
ceased to view poverty as a character deficiency, and developed an increasingly 
compassionate approach in their dealings with the needy.500 However, Peel does not 
explore whether there was a corresponding change in the way that the underprivileged 
viewed the involvement of social workers in their lives. Respondents' statements suggest 
that there was no corresponding progress in the views of poor parents, and, in fact, there 
was deepening mistrust of official intervention after the Second World War.  
 Respondents’ memories of their parents' fear of official intervention were narrated 
in the contrapuntal voices of despondency and anger - the same voices that were used to 
narrate first person experiences of disempowerment, thus, indicating the intensity of their 
remembered experience. The following statements of Pete and Margaret illustrate their 
perceptions of their mothers' fear of such intervention, and associated feelings of 
powerlessness. During his interview Pete recalled that health visitors and welfare officers 
regularly visited his widowed mother, and scrutinised his family’s levels of personal and 
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domestic cleanliness. He believed that this scrutiny and pressure to comply to a prescribed 
standard of child care, caused his mother to fear welfare intervention and contributed to 
her reluctance to challenge authority.  
 
Pete (1954, 1955, 1957, eight, nine and eleven years old) [S]he was always trying to do things 
right, to make things proper, to keep us all clean, em, proper food, and stuff like that. She was a 
bit frightened we would become institutionalised, you know, it would lead to being put in an 
institution, if things weren't right. You know, a children's home, you know, or something like 
that, you know. So she was a little bit worried, you know, em, frightened of the welfare, about 
losing control when, when my father died. And never made a fuss, you know, the doctor said 
"do it" - she did it. She never disagreed - she was too afraid.501  
 
Margaret and her three siblings were admitted to a convalescent home for three months in 
1955, for 'social reasons'. Although all four children were physically well, their general 
practitioner and welfare officer believed that their home environment was unsuitable and 
that they were poorly cared for. Margaret recalled that her mother feared the actions of 
doctors and welfare officers.  
 
Margaret (1955, thirteen years) [T]he welfare, em, it would be the equivalent of social services 
now days. They didn't give my mum a choice, she didn't have any power whatsoever, that was 
taken away from her. Prior to these visits, prior to going to the convalescent home, we went to 
see the local doctor, and they'd looked at the home situation seen that there's a problem and 
told him, so he said we had to go. And (pause, clears throat) I can remember that she [mother] 
was frightened, frightened of what they might do, if she would have stood up and said "no 
they're not going". So no, she had no choice. 
What did your mum think might happen if? 
That they'd take us off her. Take us away, put us in a home, all of us, (becomes tearful) take us, 
us off her.502 
 
 What is striking in the statements of Pete and Margaret is that there was a clear 
emphasis on the whole family, not just the health of a single child. It is noteworthy that 
although Peel suggests that social workers became increasingly compassionate towards the 
poor; respondents' statements indicate that a coalition of medical and welfare services, and 
subsequent emphasis on the entire family, rather than an individual child, created new 
fears in parents about the integrity of their whole family unit that were not present in the 
statements of pre-war interviewees. This observation correlates with the work of both John 
Welshman and Pat Starkey who have argued that after the Second World War there was a 
move away from the concept of a problem child towards that of the problem family. They 
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suggest that the problematisation of the working-class family was characterised by medical 
officers, health visitors, and local authorities use of a medical diagnosis, monitoring, and 
intervention to tackle so called problem families.503 Hence, a combination of culturally 
engrained deference, and fear of the combined power of medical and welfare agencies 
shaped the way that parents interacted with medical personnel and the decisions that they 
made regarding their children's health care. In this context, it is likely that a proportion of 
parents did not believe that they were in a position to withhold consent for their child's 
admission, and, in turn, this influenced their behavioural patterns towards their children. 
And despite displaying an awareness of their children's psychological needs by preparing 
them for their forthcoming admission, they did not seek their consent. 
 
Consent in convalescent homes 
Interviewees' memories of their consent to convalescent care continued beyond their 
experiences in the pre-admission period and extended to the question of consent to 
medical treatment during their admission. The great majority (47) of respondents recalled 
receiving medical treatments without their consent. The nature of these interventions 
varied considerably, ranging from medication hidden in food, to being held down by nursing 
staff and force-fed dietary supplements. Most of the forty-seven interviewees (71%) who 
received treatment without their consent, recalled the experience as a relatively minor 
event that was not distressing and did not challenge their autonomy. Typical in this regard 
was Patricia who described the daily administration of iron tablets.  
 
Patricia (1947, nine years old) I remember when I had dinner they used to come round and give 
me a tablet because I was anaemic, it was an iron tablet, and I remember they used to hide it in 
my dinner, and I can remember eating all round it. Then one of the nurses would notice and 
she'd shovel it straight in [my mouth] and then inspect to make sure it'd gone down.504 
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In common with other individuals who recalled these events as being relatively minor, 
Patricia's characterisation corresponded with experiences in her familial homes where 
medicine was coated in honey and jam or mixed with milk and sugar. Familiarity of 
experience appeared to increase the acceptability of treatments, and Patricia considered 
the administration of medication in this way to be acceptable, believing that it was the 'job' 
of nursing staff to ensure children took their medicine. 
 In some instances (19) respondents recalled that their compliance with medical 
treatments was a means of achieving an alternative objective. Chris described how by 
acquiescing to his weekly laxative medication, he used other children's resistance to his 
advantage.   
 
Chris (1950, ten years old) [T]hen once a week, a Wednesday, you knew it was syrup of figs day, 
we always had syrup of figs, if you needed it or not. We'd stand in a big, long line around the 
table upstairs in the bedroom, and they'd shove the same spoon, everybody had the same 
spoon, they'd just shove it in your mouth - it was horrible stuff! And then there would be some 
kids refused to open their mouth, or wouldn't swallow it, you know, all that. But, you see, I'd got 
it worked out, I soon realised that when we got dosed up with, em, syrup of figs it was also 
bread and dripping night. They put out jugs of hot milk or coco or malt, and bread and dripping, 
and I loved that, that bread and dripping was just lovely. (laughs) And you see, I was on to this, 
and I knew that I could get down there first if I had the syrup of figs quick.505  
 
 
In narrating accounts of giving their consent and receiving some form of advantage, the 
voice of confidence came to prominence. In this way, some children's compliance was an 
act of agency, as they consciously used their consent to treatment as a form of exercising 
control. Moreover, for these children giving their consent to an unpleasant treatment 
actually increased their sense of power and control.  
 A smaller group of twelve interviewees experienced treatments without their 
consent that were invasive and involved physical restraint. The incidence of these types of 
events was consistent across the period of study, occurring at rates of 24% (4) and 22% (8) 
in pre-war and post-war groups respectively. However, the significance and trauma that 
individuals associated with these experiences was not consistent across the period of study. 
All but one of the pre-war respondents who experienced invasive treatments involving 
physical restraint, attributed minimal significance to the events, only mentioning them as a 
 




secondary consideration. This was the case for Bob who was admitted to a convalescent 
home for four months in 1939, suffering from debility and nerves.  
 
What can you remember about your daily routine? 
Bob (1936, ten years old) We always got up early ... [A]fter breakfast when you were ready, if, 
em, the weather weren't too bad, they'd take you out for a crocodile walk, through the streets, 
two-by-two, and I liked that. But I, em, remember one time I missed out. This one time, they put 
me in clean clothes and these clean socks, and I was taken to a room with a little, not a, em, 
actual bed, what do you call em? A stretcher in the middle, and loads of other people. I didn't 
know what was going on, but I lay on it anyway, then this man come round and said "open your 
mouth, move your jaw over there", and all of that. So then I knew it was the dentist, I'd had that 
before (laughs) and, em, I tried to make a run for it. But someone got me arm and me legs, and 
three or four of them were looking in my mouth. I can remember them pushing me face over to 
a mask, then that was it, I was out cold. So that was that, I woke up. But, yeah, they always took 
you out for walks if they could, made sure you had your exercise, and we often went down to 
the beach as well, because that weren't too far away, and I really liked that.  
What did the dentist do while you were asleep? 
He took me teeth out of course! The back ones, they was rotten anyway. 506 
 
This characterisation was at odds with the memories of post-war respondents who 
characterised similarly coercive treatments as highly traumatic, assuming prominence in 
their narratives. Typical in this regard was ten-year-old Sarah who was admitted to a 
convalescent home because she was underweight and anaemic, she was a patient for two 
months. 
 
Sarah (1955, ten years old) Dinners were terrible experiences, awful, em, (very long pause) I was 
very thin and they used to try and, em, make me sort of make me weightier by giving me like 
Complan. I had to have it, but I just couldn't drink this milky stuff, I just couldn't, it made me feel 
ill. And I was told I had to drink it, and if I refused, em, then you know, I was held down, I was 
held down and my nose pinched until I opened my mouth, and then it was poured in. 
(Interviewee becomes visibly distressed) That didn't happen a lot, but for me that was really 
offensive, and I couldn't stop it, I'll never forget it. I wasn't given a choice, I was held down 
(pause and clears throat). I just, I can remember, em, just a physical presence, like pinned down, 
straitjacketed, and not being able to say "no", that's what you to remember. ... So I, one day, I 
had a dicky fit, I just blew-up, a big blow-up and, and that kind of stopped them in their tracks.507 
 
 Post-war interviewees articulated experiences of forced treatments primarily in the 
contrapuntal voices of despondency and anger. The counter point between these two 
voices demonstrated the complex relationship between interviewees' feelings of distress, 
powerlessness, and anger that they associated with their treatment. Metaphors were used 
to convey the complexity of these emotions, and they were frequently deployed in the 
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place of more adult orientated vocabulary. For example, Sarah's use of the terms 'pinned 
down' and 'straitjacketed', conveys feelings of disempowerment and domination. Likewise, 
she also used metaphors to describe manifestations of agentic behaviour, such as, 'having a 
dicky fit' or 'blew-up'. It is interesting that Sarah's use of metaphors encompassed both 
feelings of disempowerment and acts of agency, and they were used in the place of more 
adult orientated vocabulary. A similar use of childlike language and imagery by adults to 
convey childhood experiences is noted by Richard Cole in his study of childhood 
autobiography.508 Hence, Sarah's use of metaphor demonstrates that representations of 
childhood distress and agency differ to adult representations, and they may be articulated 
by or obscured by the use of metaphor and childlike language.  
 Six of the post-war interviewees who experienced invasive treatments involving 
physical restraint exhibited discomposure as they attempted to manage memories of 
traumatic experiences and construct a coherent narrative. It is noteworthy that this group 
of individuals did not use cultural master narratives to explain their treatment and gain 
composure. Instead, their stories were represented as being intensely personal and distinct 
from their other childhood experiences and wider social discourse. This led respondents to 
believe that they had been treated differently; and 'singled out' for 'unethical', 'unjust', and 
'inhumane' treatment. Although none of the respondents could provide an explanation as 
to why they would have singled out by staff, they held firmly to this belief when questioned, 
and it was this idea of being treated differently added to their feelings of trauma.  
 Psychiatrist, Judith Herman, notes that children have ethical sensibilities from an 
early age and if these are violated, event-associated trauma is intensified.509 This 
observation reflects the experiences of interviewees in this study, but the divergence in pre-
war and post-war respondents' characterisation of restraint and forced treatments, 
indicates that notions of ethical violation and associated trauma were not consistent across 
the period of this study. By comparing the I poem's of Sarah and Bob it is possible to gain an 
understanding of the different ways in which experiences were conceptualised before and 
after the Second World War. For Sarah, restraint and forced treatments were extreme and 
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traumatic events situated outside of her other life experiences.510 In contrast, Bob's I poem 
portrays little sense of trauma and places his experience more within the realm of the 
expected and every day.  511 
 
             Sarah  
I was very thin          
I had to have it  
I just couldn't  
I just couldn't 
I was told  
I had to drink it,  
I refused,  
I was held down,  
I was held down  
I opened my mouth,  
I couldn't stop it 
I'll never forget it.  
I wasn't given a choice,  




 Interviewees’ testimonies suggest that changes in their childhood ethical 
sensibilities were related to post-war developments in the emotional standard applied to 
the care of children. Along with the previously discussed evidence of changing parental 
attitudes, increased child centeredness was apparent in the statements of twenty-five post-
war respondents who described their school teachers as being generally 'kind', 'supportive', 
'encouraging', 'understanding', and 'helpful'.512 This depiction was at odds with their pre-
war counterparts, who were more likely to refer to their teachers as 'forbidding', 'strict', 
and 'straight-laced'.513 Historians have placed the origins of a more liberal and tolerant 
attitude towards children within the inter-war expansion of educational psychology, and 
later child guidance movement.514 Moreover, they suggest that the wider post-war 
popularisation and adoption of psychological theory encouraged the discipline of children 
through guidance and understanding, rather than coercive measures.515 Thus, it is possible 
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Bob  
I liked that 
I, em, remember one time  
I missed out 
I was taken to a room  
I didn't know what was going on, 
I lay on it anyway 
I knew it was the dentist 
I'd had that before  
I tried to make a run for it 
I can remember  
I was out cold 
I woke up 





to suggest that changing emotional standards acted to make post-war children less 
accustomed to authoritarian and coercive discipline, and, therefore, less tolerant of 
treatment, particularly coercive treatment, without their consent than their pre-war 
equivalents. This observation makes the important point that childhood ethical sensibilities, 
notions of consent, and behavioural responses are historically specific.  
 
Privacy 
Interviewee statements demonstrate that their consent to medical treatment and ability to 
exert agency were both relational and contextual. This dyad extended beyond the sphere of 
medical treatments and crossed into individuals' experiences of privacy. Historians have 
recently begun to pay attention to the place of privacy in history. Their scholarship has 
emphasised the experience of adults, and we know very little about the meanings of privacy 
to children.516 A richer body of scholarly work in the field of child psychology has addressed 
the privacy requirements of children. This work emphasises the relationship between 
children's development and how they understand and maintain their privacy.517 Ross Parke 
and Douglas Sawin note that privacy is a prerequisite for children to develop a sense of 
themselves as autonomous beings.518 In this regard, privacy is exercised through the control 
of physical and emotional space, and involves the essential elements of choice, boundaries, 
and relationships.519 How children conceptualise privacy increases in complexity with age and 
an associated growing appreciation of themselves as social objects.520 Robert Kegan suggests 
that although young children need a certain amount of privacy, it is not until the age of seven 
years that they are aware of themselves as individuals and develop a need for physical and 
emotional privacy.521 Privacy needs grow over the course of middle childhood, and from the 
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ages of twelve to twenty years there is a development towards adult understanding and 
privacy needs.522  
 It is not therefore surprising that respondents' representation of their privacy, and the 
extent to which it was met, challenged or encroached upon during their convalescence, was 
strongly influenced by their age at admission. However, there was not an age-related linear 
progression of privacy needs, moving from low to high. Instead there were often seemingly 
contradictory representations of childhood privacy, particularly in the areas of bathing, 
toileting, and emotional privacy. By exploring each of these areas in turn it is possible to 
observe the complexity of children's privacy needs, and the extent to which age, context, 
and relationships combined to influence an individual's experiences and perceptions. 
Attempts to maintain their privacy in the lavatory featured in the narratives of the great 
majority of individuals (46). All of the interviewees were continent and able to use the 
lavatory independently at the time of their admission. Their familial homes had a variety of 
facilities consisting of: outside toilet (28), shared toilet with one other family (6), shared 
toilet with two other families (5), shared toilet with more than two other families (2), single 
household with inside toilet (11), and a communal pot or bucket for night time use only (33). 
These various facilities were conceived as normal by respondents and usually only 
mentioned in response to a direct question. Conversely, lavatory facilities in convalescent 
homes and the difficulties they experienced maintaining personal privacy during elimination 
were proactively mentioned by 87% (46) of respondents. 
Interviewee statements draw attention to a set of generalised, age-specific 
institutional regulations that governed children's behaviour in the lavatory and inhibited the 
amount of privacy they were allowed. Individuals age seven years and under at the time of 
their admission recalled that they were required to use a potty, rather than a lavatory. 
Between the ages of eight years and eleven years children were permitted to use the 
lavatory, but were required to leave the door open, and were closely supervised by staff. 
Children over the age of eleven years were permitted to shut the lavatory door, but not to 
lock it or flush the toilet. Older children were also required to gain permission from staff 
before going to the lavatory and request paper if required. Interviewees believed that these 
requirements challenged not only their need for privacy, but also their sense of maturity and 
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their age-related identity. Typical in this regard were the experiences of Anthony, 
Bertha, and Harry.  
 
Anthony (1950, six years old) [T]he nurses would open bring out these steel pans, you know, 
potties ... and arrange them in a grid (tapping table in a row) and then the children were 
assigned to a potty and, and as I recall there was no sex segregated, ... they told us basically to 
get, em, undressed and to go into those potties. And when I was told what I expected to do in a 
potty, I shocked, really horrified and, em, I was too old to use a potty, I'd been going to the 
proper toilet for years. I felt humiliated, to have to sit like a baby, in the presence of all those 
other children, not just boys, but girls too! It was terrible, really terrible.523  
 
 Bertha (1939, nine years old) [P]art of the system when a child went to the toilet, you couldn't 
close the door and the nun stood and watched you. And I found that a terrible experience, a real 
sort of, I was a very private person, I was, I was private, and I didn't want to see, them seeing me 
doing my business. (Pause) Another experience that sort of made it, at the time, painful.524 
 
Harry (1957, thirteen years) And, em, even going to the toilet was regulated, everyone had to go 
in the morning, at dinner, teatime, and before bed. Yeah, you had to ask if you needed it any 
other time. And if anytime, you, em, you thought that you were going to do number twos, you 
know, you had, cos there was no paper in the toilet, you had to ask for paper. Then you went 
with one of the nurses and were given toilet paper. And that was very embarrassing, cos 
everyone knew what you were doing, and there'd be sniggers, you know what kids are like.525 
 
 The bureaucratic handling of children's elimination needs in the way described in 
the foregoing testimonies was consistent across the period covered by interviewee 
experience. Furthermore, the widespread implementation of these regulations was 
indicated by the homogeneity of interviewee experience and the memories of one of the 
former nurses interviewed. It is possible to offer two explanations for the general adoption 
of these rules, firstly, the need for efficient nursing care, secondly, a lack of material 
resources in convalescent homes. The staffing levels described in chapters three and five of 
this thesis, required nursing staff to work continuously and efficiently to meet children's 
physical needs. Included in children's physical care was monitoring their bladder and bowel 
functions; observing for any abnormalities.526 Hence, the use of potties and the need to 
keep lavatory doors open, enabled staff to perform this task in an efficient, economical way. 
Secondly, a survey of architects’ plans for five convalescent homes demonstrated an 
average number of two toilets for every twenty-two children. This is a low ratio compared 
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to the modern recommendation of one toilet for every four children.527 As such, forcing 
younger children to use a potty, may have been a means of optimising scarce resources and 
increasing the number of lavatories available for older children. Although the mass handling 
of children's elimination needs facilitated the efficient utilisation of staff and facilities, it 
also disrupted individuals' privacy and led to feelings of humiliation. Indeed, Erving Goffman 
suggests that the bureaucratic handling of patients' needs in this way, is a key feature of 
total institutions, and one of the most significant ways in which an individual's autonomy 
can be disrupted.528 
 Episodes in which interviewees’ privacy was challenged were narrated 
predominately in the voices of despondency and anger. However, thirty-one interviewees 
also recalled behaviour in which they sought to regain their privacy and exert control over 
their environment. When narrating these episodes the voice of confidence came to the fore. 
The following extract from the testimony of Mavis illustrates the contrapuntal motion 
between the voices of despondency, anger, and confidence. The counterpoint between 
these three voices demonstrates the complexity of children's agency. In many instances it 
was the emergence of the voice of confidence that drew attention to agentic behaviour that 
may have otherwise been overlooked, as it frequently did not conform to adult patterns of 
behaviour. Mavis was admitted to a convalescent home for six months in 1936, suffering 
from tuberculous glands and weight loss.   
 
Mavis (1936, six years old) I hardly know how to tell you this, but it's been on my mind, and I 
just, it was a horrible experience. And I still remember it so clearly. (Pause) We had to, em, use 
the potty, not a, a proper toilet, a potty. I remember that it was, em, in a very large room, with 
possibly, maybe ten other children, and I didn’t want to take my knickers off, and it was just all 
very embarrassing. We were all sitting on potties, and we had to do what the nurses said "Do 
your duty", I remember that phrase very well, "Do your duty" (clears throat). And I remember 
trying to ask for the toilet, and getting so upset, very upset because I wasn't allowed. They 
wouldn't, they made me sit on the pot, but I refused to use it, because I was too old to sit on a 
potty, and well, to, to actually use it was (pause). So instead, instead I found a game that I'd 
play, a great game, it was a shiny floor and if I moved my feet backward and forward, I could 
slide over the floor, and I would try to move along the row while the nuns weren't looking. And 
gradually other children joined, and I would lead the way, but in the end presumably they did 
their duty because I was the last one left with the nun.529 
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Mavis' testimony demonstrates that children's agentic behaviour differs to that of adults, 
and may be embedded within other activities, including play. Sociologist, William Corsaro, 
has shown that children use play to both reinforce and subvert institutional rules, and, like 
Mavis, use communal play as acts of subversion and to build peer culture.530 These modes of 
behaviour were also observable in the testimonies of older children, although they tended 
to deploy increasingly sophisticated modes of agentic behaviour. An example of this was the 
'fainting game' recalled by Saul, in which a child distracted nursing staff by holding their 
breath and pretending to faint, thus, allowing other children to 'sneak in [the toilet] without 
being seen' by nursing staff.531 This game is interesting because there was an acceptance 
that not all of the participants would immediately receive the benefit of privacy, and 
children 'took turns to faint'. The complexity, trust, and protracted nature of the fainting 
game demonstrates both the cohesiveness of peer group culture built through play; and the 
degree to which peer group relationships supported autonomy and the subversive 
resistance of authority. 
Memories of play acts indicate that individuals used play to confront confusion 
and fears generated by institutional rules. Several older children (9) recalled singing or 
speaking very loudly to let staff and other children know that they were in the 
lavatory, or placing jumpers over their knees to 'preserve [their] modesty' (5).532 This is 
what Corsaro calls a secondary adjustment, in which children use legitimate resources 
in artful ways to get around rules.533 Interviewees who were approaching adolescence 
(6), although given the greatest amount of privacy, adopted the most direct 
approaches in securing their privacy. However, this was never overt confrontation 
with staff, instead, artfulness or deceit were commonly employed. Pam was admitted 
to a convalescent home for three months in 1948, for treatment of her 'nerves'. In her 
interview she described her feelings of embarrassment and how she avoided asking 
for toilet paper.  
 
Pam (1948, twelve years) If you wanted the toilet you had to put your hand up and ask, and ask 
for toilet paper if you needed it. And I didn’t like this, I thought myself too grownup, you see, 
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and to put your hand up and ask, and, having to announce that you wanted the toilet and 
needed paper was, was very embarrassing, especially at that age, and, well it seems a silly thing 
now, but it wasn't then, I was very concerned about what people thought, and it was, em, 
embarrassing. ... [T]here was ways you soon learned, ways round it, by taking the paper without 
asking and sneaking to the loo when they weren't watching (laughing), things like that.534   
 
Respondents' testimonies indicate that they understood themselves to be active participants in 
securing their privacy, but they exerted their agency in many different, distinctly age specific, 
and often oblique ways.  
 However, what is equally interesting is that a new and different pattern of age-
related behaviours was observable when children sought to maintain their privacy during 
bathing. Very few (8) respondents' familial homes had bathrooms, the great majority 
recalled a tin bath pulled into the kitchen and filled with water. Most respondents (49) 
recalled bathing at home between once and three times a week, only three respondents 
remembered baths as being rare events. For younger children bathing was usually a 
communal activity with similar aged siblings or even cousins. In some cases this would be 
with members of the opposite sex (11), but in most cases there was strict sex segregation. 
Sharing a bath with parents was unusual and only six respondents, all from the post-war 
group remembered sharing a bath with their mothers, no individual remembered bathing 
with their father.535 The practice of communal bathing stopped well before puberty, usually 
around the age of ten years, after which strict routines of privacy were enforced.536 These 
routines prevented family members seeing each other's naked bodies, regardless of 
relationship or sex. Typical in this regard was Ron's belief that his own mother did not see 
him 'without any clothes from roundabout ten years old'; and Donna's memory of getting 
undressed in the bedroom that she shared with her five sisters as being 'like doing the 
dance of the seven veils', as they all sought to preserve their modesty.537  
 It was from within the context of strictly enforced codes of bodily privacy in their 
familial homes that 40% (21) of respondents portrayed nudity during bathing in 
convalescent homes as the most significant deprivation of their privacy, both in terms of the 
number of times mentioned and the level of emotional distress recalled. Familial bathing 
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routines were often held in contrast to the institutional nature of convalescent home 
bathing. But, it was only respondents who had been older children, and had stopped sharing 
baths with their siblings, who believed that their privacy was intruded upon and objected to 
bathing with their fellow patients. The memories of Annie and Paul illustrate how they both 
found the bathrooms in their convalescent homes strange, but only ten-year-old Paul 
objected to sharing a bath with his fellow patients. 
 
Annie (1960, six years old) The bath situation was very strange, and I have this memory of not 
really knowing what it was at first. Because it was like a great big thing, they've got this big thing 
with all the sinks set around it, it was encased in wood. And then the baths, so many baths that 
were set into dark wood as well. We had a bath in the night time, (pause) I remember having 
baths altogether, the girls were separate to the boys like, you'd have a big bath, so you'd all go 
in and out of these baths, which resulted in much screaming and hilarity.538 
 
Paul (1953, ten years old) [Y]ou would all have to have a bath at the same time, you know, not 
separate, one after the other, but two or three in the bath at the same time, and then scrubbed 
down by a nurse. But l was, em, self-conscious and refused to get undressed in front of 
everyone. And, em, I remember that the bathroom area wasn't very nice, and the first time I 
looked, well, I had never ever in my life seen anything like, with all these baths lined up along 
the wall. So, anyway, I objected to this arrangement. I thought I was too old to share a bath, and 
I didn't want anyone looking at me in the noddy! So I refused, refused to get undressed.539  
 
 Annie's and Paul's testimony demonstrates how privacy associated with bathing was age-
dependent, and influenced by normative behaviour from respondents' familial homes. Older 
children who were accustomed to bathing separately viewed their bodies as private and 
personal. Consequently, they expected more privacy than younger children who were 
accustomed to bathing with their siblings or cousins. Unlike others areas in which 
respondents tended to assert their agency in oblique, non-confrontational ways, when 
maintaining their privacy in the bath, respondents were more likely (17) to directly refuse to 
comply with staff requests. This may reflect the older age of this cohort, who were all over 
ten years of age, but testimonies also indicate that it reflected deeply held beliefs that their 
bodies were private and should not be exposed to others. Beliefs that were articulated in 
the voices of anger and confidence, and demonstrated by the I poem of Penny, who was 
admitted to a convalescent home for two months in 1958, at the age of eleven years. 
 
I could see them all  
I thought what on earth? 
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I was watching all this going on 
I didn't know where to look 
I was mortified 
I was confused 
I didn't know what to do 
I thought no 
I'm not getting in there 
I, em, just knew 
I could have died 
I thought no way  
I just knew 
I wasn't going to get undressed 
I said no.540 
 
Simon Szreter and Kate Fisher have demonstrated the enforcement of strict codes of 
bodily privacy by English working-class parents during the first half of the twentieth 
century.541 They also note a gradual relaxation of inhibitions between some mothers and 
their young children in the post-war years.542 It is interesting then, that the interviewee 
statements collected for this thesis suggest that codes of bodily privacy governing 
preadolescent and teenage nudity were consistent across the period of study. This suggests 
that although attitudes to adult and younger children's bodies relaxed, an assessment also 
supported by the memories of six post-war respondents who bathed with their mothers as 
very young children, attitudes towards the adolescent body and nudity were enduringly 
conservative. This observation supports the works of historians who argue that adolescence 
was viewed as a point in the life cycle associated with psychological turmoil, potential ill 
health, and moral danger.543 This historiography has tended to emphasise attitudes towards 
adolescent girls, but evidence from interviewees' statements indicate that the bodies of 
adolescent boys were equally viewed as being at risk. 
 On the other hand, the oral history testimonies presented in this thesis also indicate 
that understandings of children's bodies, bodily functions, and associated privacy needs 
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were more complex than can be accommodated by adopting an adolescent watershed 
model. The age-related privacy codes associated with bathing were at odds with the uniform 
expectations of privacy during toileting; the inconsistencies in expectations between these 
two contexts suggests that privacy codes did not simply correlate linearly with age, but 
rather, were age and activity specific. It is possible to put forward two potential explanations 
for these divergences. Firstly, child psychologists writing today employ a Freudian 
psychoanalytic model that interprets hiding elimination as part of a repression of anal-erotic 
instinctive strivings, in which elimination, particularly of faeces, is viewed as dirty and should 
be concealed.544 Interviewee testimonies in which over 40% (23) indicated that elimination, 
was considered as 'dirty' and should be performed in 'secret' go some way to supporting this 
interpretation.545 Yet, the use of language in this way was inconclusive, particularly as it was 
also associated with interviewees' beliefs that elided knowledge of germs and infection with 
elimination.  
In turn, this observation leads to a second potential explanation which draws 
on interviewees' memories of being taught toilet hygiene practices, and the 
relationship between germs and infection with elimination. Very few respondents 
spontaneously mentioned their parents' teaching them about toilet hygiene, 
although, like Brenda, most believed that 'washing hands was always considered very 
important'.546 In contrast, just over half (27) of respondents remembered that toilet 
hygiene was emphasised by teachers and school nurses, who taught them about: 
'catching germs from toilet seats', 'germs on your hands', 'what caused diarrhoea'; 
and impressed upon them the need for 'washing your hands', 'keeping yourself clean 
and leaving the toilet nice and clean'.547 As well as theoretical knowledge, a smaller 
number of interviewees (11) also remembered receiving practical hygiene 
instructions. This involved an entire class being 'marched over to toilet block' and 
demonstrating one at a time that they knew how to flush the toilet and wash their 
hands. Allied to hygiene messages was a code of conduct for acceptable behaviour in 
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the lavatory that included: 'not playing in the toilet’, ‘only going in the toilet when you 
needed it’, ‘no hanging about’, ‘no games’, and 'closing the toilet door'.548 The importance 
that teachers and school nurses placed on teaching children lavatory etiquette is supported 
by archival sources, including, Medical Officer of Health Annual reports that describe 
frequent outbreaks of gastroenteritis in schools, and the roles played by teachers and school 
nurses in bringing such outbreaks under control and preventing future infection.549 
Furthermore, the lecture notes of Health Visitor Barnes demonstrate the importance that 
school nurses placed on teaching hygiene to children, because 'to teach hygiene to an adult 
is like ploughing jungle land to break all their former ideas.'550 Thus, hygiene education was a 
powerful mantra that was designed to inculcate knowledge and behavioural change. It is 
possible that hygiene education gave children a precocious belief that elimination should be 
private, a belief that was independent of their age-related development and privacy needs.  
 Memories of diminished privacy were not only related to individuals' physical 
bodies, they also incorporated the need for psychological privacy. Children's desire for 
psychological privacy is linked to their developing sense of themselves as individuals, and a 
need to achieve psychological autonomy by separating themselves from the people and things 
in their environment.551 Consequently, although many respondents described the institutional 
environment and regimes as oppressive, only respondents who had been over the ages of 
eleven years (9) at the time of their admission recalled wishing for psychological privacy. 
These respondents emphasised the erosion of their agency by strict daily regimes and their 
confinement within the authoritative boundaries of homes. The physical boundaries of 
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convalescent homes were shaped by walls, gates, and other barriers that limited children's 
freedom of movement and confined them within the institutional sphere of authority. This was 
at odds with the daily experiences of the majority of older patients who recalled playing freely 
in the streets around their home and in local parks.552 This was the case for Pam who 
contrasted the extensive freedom that she was permitted by her parents with the strictly 
controlled environment of the convalescent home. 
 
Pam (1948, twelve years old) It was different in them days, we played out in the street all the 
time, everyone did in them days, all down Burdett Road from Mile End to round Limehouse, 
and, we'd go on expeditions to the beach by the Tower of London, and there was proper sand, I 
don't know if there still is now, and that required a great deal of planning, jam sandwiches, 
bottles of drink. (laughs) ... I would go to Petticoat Lane, or sometimes Ridley Road [markets] 
just to have a look around. Em, or sometimes up West, to look in the shops. In the home you 
weren't allowed out, sometimes the nurse would take you out, a group of us, down to the beach 
or into the town. But you weren't allowed out on your own ... In there [convalescent home] 
everything was done by the clock, same time every day, and the nurses watched what you were 
doing, (pause) you weren't allowed to breathe without permission. I found that kinda (pause), 
em, overwhelming, em, oppressive. I was, like, you were, there wasn't any freedom. There was a 
huge gate and when you arrived you drove through this huge gate and then through these huge 
oak doors, and it was like you, it was a bit like (pause) prison? 553  
 
 In describing the fencing, walls, gates, and barriers of their convalescent homes 
respondents demonstrated a present day understanding of their purpose, stating that they 
'were probably there for safety reasons’, ‘to stop small children wandering off', and to deter 
'unwelcome visitors'.554 Nonetheless, they clearly differentiated between their modern day 
understandings and their past feelings of confinement. Thus, the physical boundaries and strict 
daily regimes, like those described by Pam, prevented children from having time and space in 
which they were free from supervision. In her study of Australian orphanages Shurlee Swain 
notes that children created private spaces in a variety of ways, often breaking or 
circumventing rules to escape the institutional gaze.555 A similar pattern of exerting agency 
was described by the older children in this study, who described creating private spaces in 
the supervised world of convalescent homes in a diversity of ways. Brenda described how, as an 
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eleven year old, she would hide in her dormitory, and 'wait for all the other children to leave', 
so that she could 'just be relaxed and daydream'.556 John recalled making a 'forbidden climb' 
into the branches of 'an old tree and looking over the [convalescent home] wall', when he felt 
the need to be alone. Maurice also remembered climbing a tree, but he used the tree as a 
means of hiding 'out of sight, away from staff and watch[ing] what everyone was doing'.557  
 As well as exerting agency by breaking rules, some respondents (6) also used 
compliance with institutional regimes as a means of achieving a private space. Jean 
described how she volunteered to help the nurses put away blankets so that she could 
'dawdle, do what I wanted, my own thing'.558 Boys and girls were equally likely to use 
compliance as a means of achieving their objectives, and similarly, both sexes broke rules to 
achieve emotional privacy. Both modes of behaviour were narrated in the same 
contrapuntal voice of confidence, demonstrating the continuation of meaning and 
significance to narrators across a range of behavioural patterns. As such, the expression of 
children's agency involved complex behavioural patterns that were deployed by children to 
evade institutional surveillance and to achieve their own privacy needs.  
 
Discipline 
The constant surveillance experienced by children in convalescent homes, and the 
associated threat to their privacy, was part of a more generalised scheme of control and 
discipline that shaped their daily experiences. British attitudes towards the precepts and 
practices of disciplining children have been the subject of a varied and valuable body of 
historical research. Parental attitudes towards the discipline of their children have been 
studied by historians who note that there was not a unitary culture of corporeal 
punishment across Britain, but rather, a range of practices.559 Deborah Thom suggests that 
in the first half of the twentieth century there was a shift from fathers to mothers, a decline 
of direct authority, and a greater notice of the child's point of view. However, she stresses 
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that the 1960s, did not herald the complete transformation suggested by some 
academics.560  
 Meanwhile, other historians have explored discipline within the home as part of a 
wider process of state intervention and socialisation.561 Much emphasis has been placed on 
the practice of corporeal punishment within the wider contexts of industrial labour, child 
abuse, and institutional care.562 The dominant model of children’s welfare institutions 
remains one of coercive, isolating, and uncaring places, in which the discipline and 
punishment of children was often unnecessarily severe.563 Stephen Humphries has argued 
that the development of social institutions was part of a process to inculcate conformist 
modes of behaviour in children through various middle-class agencies of control, 
manipulation, and exploitation.564 Although historians have questioned a number of his 
conclusions, his attempt to reconstruct the working‐class school child's experience of 
discipline from the perspective of its recipient is a valuable contribution to the historical 
analysis. Despite this rich and varied historiography, inmate experience and the day-to-day 
nuances of institutional policies and practices have too commonly been overlooked. 
 Children's convalescent homes were administered according to a strict routine and 
schedule of rules that governed the lives of their patients. Institutional rules and schedules 
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were not unfamiliar to most respondents.565 However, the great majority of interviewee 
statements (49) drew attention to their overall sense of 'bewilderment' at the 
organisational procedures of their convalescent homes. Children of all ages described 
episodes of discipline in which rules were enforced by nursing staff. In 79% of such cases 
respondents characterised their experiences in predominately benign terms. This was 
especially so when rules were familiar to them and the actions of staff reflected their previous 
experiences of discipline. As such, most experiences of discipline were not conceived as being 
remarkable or particularly different to that of their familial homes, schools or clubs. Some of 
the commonly cited examples of benign discipline included rules, such as, no running in 
corridors, no fighting, taking turns, no pushing, queuing, observing quiet times, and no 
shouting. Interviewees engaged with this type of benign discipline in a variety of ways that 
often reflected their non-institutional behavioural patterns, including, using play, singing, and 
acts of daring that were intended to ridicule and subvert rules. The memories of Dorothy and 
Michael were typical in this regard, they also demonstrate the way in which various acts of 
agency were political - building not only peer culture, but also individual status.  
 
Dorothy (1946, nine years old) We would make up songs together, about the home and the nuns. I 
can remember one very, em, much more, she was a very lively girl and I think she was about, 
must have been a couple of years older than me. And I remember her wrapping a towel around 
her head, and I thought her very glamorous, and she'd, pretending to be Deanna Durbin, the 
singing nun, she'd sing (sang to the tune of the nursery rhyme Frère Jacques):  
No more talking, no more talking - stand up straight, stand up straight.             
Em, it was something about tripe for tea and then lights out, then 
Say a prayer for Jesus, say a prayer to Jesus - God bless you, God bless you!  
And it was something like that, and then we'd all join in with the chorus. (laughing).  
 Did the nuns know that you sang songs about them? 
Of course not, no! If the nuns were around we were, em, quite little mice - no more talking and 
stand up straight! (laughing).566  
 
Michael (1947, ten years old) [A]t night time we went to bed early, and the door was locked, we 
were locked in, when the lights went out you weren’t allowed to talk, and em, if you did speak 
and the nurses caught you, you got punished, but I don’t know what sort of punishment because 
I never got caught, not to say I didn't talk (laughing) ... But we also played dare, when you had to 
get out of bed, and its pitch black mind you, and you had to get out bed, touch the door handle 
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Interviewees' recollections of benign discipline and the ways in which they engaged with 
such discipline was consistent across the period covered by interviewee experience, indeed 
variations of Frère Jacques were recalled by two individuals from separate homes, admitted at 
an eleven year interval.568 In their classic study The Lore and Language of School Children, Iona 
and Peter Opie note that parody and acts of daring are ways that children can exert 
independence without having to rebel.569 Correspondingly, although interviewees recalled 
regularly subverting, or attempting to subvert, benign discipline they simultaneously described 
complying with rules with minimal enforcement by staff and without any sense of distress. This 
was the case for Paul, who recalled that he was treated in a 'firm but fair way', and that 'there 
was loads of kids, so they needed to keep us under control, but they were kind ladies, and they 
didn't mind if we larked about a bit'.570 Likewise, Hugh remembered that when he was caught 
stealing from another child 'the theft was very intelligently and sensitively handled' by 
staff.571 Paul's and Hugh's characterisation of discipline as being: expected, necessary, 
reasonable, fair, and accepted was typical across the period covered by interviewee 
experience. 
 There was, however, a series of instances in which respondents described events in 
which they believed the exercise of discipline by staff had been extreme or unjust. Deborah 
Thom has argued that most adults do not retain an elaborate account of childhood 
punishment unless it is in relation to their own sense of justice or injustice.572 This is 
particularly important to note when exploring the emotive issue of punishment, as feelings 
of injustice may lead to exaggerated images of institutional cruelty. Therefore, although 
accounts of extreme or unjust punishments were recalled at a relatively high rate of 21%, it is 
possible that this reflects the significance that the event had assumed to the narrator. The 
following extracts from the interviewees of Martin and Millie illustrate the prominence and 
enduring effect of discipline which was viewed as unjust.  
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Martin (1938, eight years old) We couldn't talk at meals, and normally at home we talked all the 
time, you, kids like to chat ... but em, I was talking with a boy during tea, and cos of this we'd 
done something wrong, something so insignificant as talking. But anyway, this nurse she took us 
and she made us stand for what seemed like hours on a dark stairway in the corners. Me in one 
corner and, em, this boy on this, it was big, like a big house, three or four storeys, and we were 
made to stand in separate corners away from one another where we couldn't talk, in the dark, 
and we, we were most petrified, petrified. And, em, and I've always had a terrible fear of the 
dark, which is still, it carries on today.573 
 
Millie (1951, nine years old) [T]he little ones, there were some younger ones there, they'd be 
about five or six, and if they wet the beds, they would put their noses in it, you know, have their 
noses rubbed in it, you know. I used to think those people were terrible to do that, and it was 
just horrendous, you know. And it sort of sticks with you, you know, the memories.574 
 
Like many interviewees, the memories of Martin and Millie reflect the close association 
between notions of extreme or unjust punishment with the implementation of unfamiliar rules 
and the use of humiliation as a form of discipline.  
 The rule that interviewees recalled contesting most frequently was the requirement 
to eat all of the food that was served to them. Attitudes to this rule were interesting, 
because, on the one hand, interviewees were accustomed to having to 'clean their plate' in 
their familial homes, but, on the other hand, they believed that exceptions would be made 
for certain foods, in certain circumstances, and once they had reached a certain age. In this 
way, parental instructions to 'clean your plate' were often fluid and negotiated rules. 
Conversely, 87% (46) of respondents described the rule being rigidly enforced in their 
respective convalescent homes. Chris recalled that staff 'made a big hoo-hah and song and 
dance about it, if you dared to leave anything on your plate'.575 Resistance and refusal to 
eat unwanted food was relatively common (38), however, as with Helen, resistance was 
frequently covert. 
 
Helen (I954, eight years old) I remember once we had this stew, and I hated stew anyway, had 
never eaten it, and I didn't want it, but the nurse stood over me and made me eat it, and I 
heaved, I wretched, oh. (pause) And then, I was eight and it was, to me, it was logical, I would 
put it in my mouth and then spit it out, drop it under the table and kick it away. Thinking, I 
suppose that it was going to vanish into thin air or something. But one of the nurses noticed, 
"whose dropped their food?" I didn’t confess, I was too frightened to own up.576 
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 Despite most respondents recalling that their acts of disobedience were covert and 
that they eventually acquiesced, in many instances their behaviour also represented 
powerful examples of agentic behaviour. Rule breaking was a not purely personal action, it 
built peer culture and increased the political power of individuals within their peer group. 
This was the case for Frank whose memory of defiance elevated his status amongst his 
peers. 
 
Frank (1953, nine years old) You had to do as you are told. But, I would sit there, and I would sit 
there forever, and there was always a nurse there patrolling, they would be monitoring what 
you ate, how quickly you ate it, no talking, eat up, clean your plate. I remember this one time 
feeling quite brave; one of the other children had said, the potatoes were like rocks, and they 
said "You can't throw that potato across the room", and they were only little potatoes, but they 
were rock hard. I said "I can", and lobbed it over the other side, very brave on this table of 
children. Silly experience but it made me feel brave, it gave me confidence, that I defied the 
system (laughs). Anyway, so after that I was the King of the Castle, all because I'd lobbed a 
potato across the room (laughs).577 
 
 Acts of rule breaking that involved an element of daring were important in respondents’ 
conceptualisation of their own agency and power. As demonstrated by Frank's memory of 
becoming 'the King of the Castle', he was clearly aware that his childhood self had exerted 
political power, even though as an adult, he believed the act to be a 'silly experience'.578 
Although resistance to rules was relatively common, accounts of physical 
punishment by nursing staff were very rare, with only three cases described by 
respondents. In comparison, 96% (51) of interviewees described receiving physical 
punishment from their parents, and 72% (38) recalled physical punishment as a common 
form of discipline at school. The difference between patterns of physical punishment may 
be associated with the status of sick children and associations with bodily frailty. Both of the 
ex-nurses interviewed stated that they never struck a patient, whereas, they both 
remembered giving their own children an 'odd smack'.579 In spite of the relative tolerance 
suggested by low levels of physical punishment, there were a significant number of events 
in which staff used humiliation as a form of discipline. Most of these events involved 
episodes of incontinence, usually nocturnal enuresis.  
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 Historically, attitudes to nocturnal enuresis were intolerant, and punitive measures 
were believed to be an effective treatment.580 Interviewee experiences reflected prevailing 
attitudes, and many recalled 'treatments' that involved public shaming, washing their own 
sheets, having their noses rubbed in wet sheets, and being left with wet bedding or in wet 
clothes all night. The testimonies of Jean, Rosamund, and Annie reveal the strength of 
trauma experienced from such humiliating punishments, and provide poignant witness to 
its lasting effect on individuals.  
 
Jean (1938, eleven years old) And one night I remember coughing. I had phlegm and I was trying 
I was trying to cough it up, but, I think it was all the coughing, and I wet the bed, and, em, 
(pause), em I started to cry. And the night nurse came and pulled me out of bed, shouting at me, 
and made me stand in the bathroom for hours, in the middle of the night, till I'd dried out. 
(pause) Not something you want to remember.581 
 
Rosamund (1956, nine years old) I remember standing at the end of the bed with, em, a wet 
sheet that had stayed wet from the previous night, and hold it as a punishment, ah, with a nun 
being in her little room at the end of the dormitory until I dropped, until I dropped to sleep 
standing up, and they took it away from me, because that should teach the children not to wet 
the bed. But we've got it in our family, I think it's a bit hereditary or, em, it's just children, I don't 
know. Ah, I have obviously been through this an awful lot inside, to myself, so I'm not crying my 
eyes out, I'm crying inside, still crying inside.582 
 
Annie (1960, six years old) I wet the bed most nights and the nurses ridiculed me. They, em, 
(very long pause) they dealt with it by punishing me, em, they would rub my nose in the wet 
sheet (pause), and put a ribbon on the end of my bed, so everyone knew I wet the bed. (clears 
throat) The nurses were not very kind to me, and those, those memories have stayed with me 
all these years, they don't leave you. Do you know that? They don't leave you.583 
 
In total nine respondents recalled being punished for nocturnal enuresis, their ages ranged 
from six to eleven years old. As with other accounts of discipline involving humiliation 
interviewees articulated a sense of injustice at their treatment. Their accounts were 
narrated entirely in the voice of despondency, frequently exhibiting signs of discomposure, 
moving backwards and forwards between events and in chronology. In recalling accounts of 
humiliation respondents appeared to have been overwhelmed by their experience and 
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unable to exert a sense of agency or power. Their lack of agency appears to have been 
related to an overwhelming sense of isolation that humiliating punishments caused children 
to feel. The following extract from the I poem of Martin recalls the experience of lining up 
to have his underwear inspected for marks, and demonstrates that in certain circumstances 
children appeared to have very little agency. 
 
I don't know why she did it  
I was told off loudly in front of everyone  
I think it was 
I had to show her my underwear to see if there were any, em, kind of, of skid marks 
I was eight 
I didn't have anyone to turn to 
I had a lot of marks  
I was humiliated in front of everyone 
I had to stand in a corner on my own  
I was told off a lot  
I've never mentioned this to anyone  
I just mention it to you because I was just a boy  
I remember crying 
I was crying 
I mean she just humiliated me in front of everybody 
I don't know what  
I didn't have anyone 
I don't know how I coped with it. Oh God.  
I just don't know.584 
 
 
  The total absence of agency in Martin's account was typical of individuals' memories 
of discipline that involved humiliation - even among respondents who recalled acts of 
agency in other circumstances. In their studies of boarding school children, Vyvyen Brendon 
and Joy Schaverien have noted similar feelings of humiliation and helplessness associated 
with punishments received for enuresis.585 In contrast, W. R. Meyer's study of day-pupils in 
Leeds has demonstrated that teachers who humiliated pupils were 'likely to lead to umbrage 
taking and protest' by parents.586 This indicates that pupils informed their parents about 
humiliating punishments, and, as such, they exerted agency through their parents. A 
number of historians, most notably Steven Humphries , Jonathan Rose, and Jacob Middleton 
have drawn attention to the sense of injustice over unfair punishment which led many 
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twentieth-century school children to collectively challenge teachers who beat them.587 In 
her study of parental punishment in twentieth-century England, Deborah Thom, notes that 
children had a strong sense of culture and community but also a sense of isolation, and, as a 
consequence, children were unlikely to challenge those who punished them at home.588 
Accordingly, a lack of agency appears to be closely related to children's sense of isolation. 
Whereas, in most forms of agentic behaviour interviewees recalled building and drawing on 
support from peer culture, this support appears to have been dissolved by humiliation. 
Hence, it is possible that the isolation often experienced in children's convalescent homes 
rendered interviewees unable to challenge certain forms of discipline, even that which they 
perceived to be unjust.  
 
Life narratives 
By taking a longer view it is also possible to position this apparent lack of agency within a 
more dynamic frame. Mary Jo Maynes suggests that when observing for evidence of 
childhood agency it is important to position events within an individual’s life cycle, and 
locate childhood as a causal force in life narratives.589 As adults, none of the interviewees 
were offered institutional convalescent care for their own children, but when asked the 
question 'would you have allowed your own child to go for convalescence', they 
unanimously believed that they would have refused it.590 Of the nineteen respondents who 
had children who were admitted to hospital for periods of between three days and two 
weeks, it is notable that all of these respondents visited their children either daily or on 
alternate days - even when visiting was strictly forbidden. By way of explaining their decision 
to ignore hospital visiting rules, interviewees referred directly to their own experiences of 
convalescence. Dora recalled, 'I wasn't meant to visit but I went backwards and forwards to 
the hospital as much as possible, because I knew what it was like when your mother never 
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turned up and I wasn't going to have that'.591  
  Although none of the nine interviewees who experienced humiliating 
punishments had children who were admitted to hospital, a member of this group, Vera, 
was the only interviewee from the entire study sample who became involved in the 1960s 
and 1970s national campaign to allow open visiting for hospitalised children; sparked by 
James Robertson’s film ‘A two year old goes to hospital’, and The Welfare of Sick Children in 
Hospital Report, 1959, by Sir Harry Platt.592 Vera joined the campaign group - the National 
Association for the Welfare of Children (hereafter NAWCH) in the late 1960s, and she cited 
her experiences of convalescences and punishment for enuresis as the catalyst for her 
involvement.593 Vera was ten years old in 1939, when she suffered burns on her torso, legs, 
and arms. After her hospital treatment she was admitted to a convalescent home for eight 
months. During her admission Vera developed enuresis, and was punished by having to 
wash her own sheets. She narrated her memories of these events in the contrapuntal voice 
of despondency, but when she discussed them within the context of joining NAWCH the 
voice of confidence came to the fore.  
 
Earlier you talked about NAWCH, why did you join NAWCH? 
Vera (1939, ten years old) There was a lot about it in the newspaper ... It wasn't, I was never a 
joiner, not in that way anyway, but I just felt so strongly, it was the thought that my own 
[children] could still be treated like I was, I think that's what made me do it really. ... When you 
have your own it makes you think of things, (pause) em, and the memories of washing my 
sheets out. Like I said, I wanted to make sure that the same sort of things didn't happen to mine. 
I wanted to make sure that I could be there with them.594  
 
Vera recalled that initially her involvement in the NAWCH had predominately involved 
writing letters, attending coffee mornings, and fund raising, but within a short time she 
became involved in direct action at her local hospital, where she lobbied for the rights of 
hospitalised children and their parents. 
 
Vera (1939, ten years old) Oh, no doubt about it, I was sure something had to be done. ... There 
was no hesitation they asked "who wanted to join the demonstration", and I was there. 
"leaflets", I was there. I was, going back to the earlier conversation, it was because of my 
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experience that's why. Something was wrong, you know, and I was fighting the corner, no doubt 
about that at all.595 
 
Respondents’ memories of convalescence and the ongoing influence of those memories on 
their life choices demonstrate that childhood experiences function as part of a lifelong 
phenomenon. In this respect, the operation of agency in the present is constructed by 
experiences in the past, and, therefore, to understand and capture historical agency 
attention to an individual's life narrative is required. 
 
Conclusion 
Enmeshed within interviewees’ narratives were a number of events that occurred over and 
over again, from one interviewee to the next. The significance of these events to an 
individual was clear to observe, and their diffusion through the majority of statements 
indicated that they were significant to the academic study and understanding of children's 
convalescent homes. What was less clear was how a group of disparate events that 
included accounts of medical treatments, toileting, bathing, food, rules, and discipline were 
related. A reanalysis of interviewees' testimonies using Gilligan's Listening Guide 
demonstrated that what appeared to be separate events were a chain of remembered 
experiences in which interviewees exerted or attempted to exert agency. The varying ability 
with which individuals exerted agency draws attention to the importance of context and 
relationships in children's ability to exert power; underscoring the detrimental effect of 
isolation within institutional settings. 
 In exploring agency this chapter has adopted a thematic approach. Through the 
themes of consent, privacy, and discipline it has been possible to interrogate episodes of 
childhood agency and demonstrate that children often acted with power in their 
relationships that was expressed beyond a binary of adult power versus child resistance. 
Instead, children exerted agency in a myriad of ways that were both relational and 
contextual, including, negotiation, resistance, compliance, play, and peer group activity.  
Moreover, respondents' testimonies indicate that they understood themselves to be active 
participants in exerting autonomy, but they exerted their power in distinctly age-specific 
ways that do not conform to many of the ordinary understandings of adult autonomy and 
 




power. While historians of women, race, and sexuality have done much to extend 
definitions of agency, questions of how children historically enacted power require yet 
further discrimination. Indeed, the oral history testimonies collected for this thesis suggests 
































Chapter Seven: Kinship Bonds: Going Home 
 
Patricia (1947, nine years old) One of the happiest times of my life was the train pulling into one 
of the London stations, I don’t know which one, and I looked out the window and I saw my mum 
at the barrier, and as soon as the train stopped I opened the door and run, and I've got the nun 
in her full regalia running behind me with my suitcase saying ‘Patricia, Patricia’ – I thought on 
your bike! (laughing) No, but it was quite traumatic really for a nine year old. (long pause) Em, 
and, my mum, but my relationship with my mum had deteriorated to a certain, quite, you know, 
quite an extent, it had deteriorated. On the journey from the station I was dying to go to the 
toilet and I couldn't bring myself to tell her, because I was frightened to ask, frightened she 
might not (pause), I don't know why. And so I wet myself, and she was so upset - “why couldn't 
you tell me what you wanted?” I couldn't say so, in the olden times I would have said, I would 
have asked, yes, but not, not then. You know the relationship between us had gone. 596 
 
In 1947, nine-year-old Patricia was a patient in a convalescent home for four months. The 
above extract from her oral history interview demonstrates her highly ambivalent 
memories of returning to her familial home. Like many of the individuals interviewed she 
recalled episodes of pure happiness and deep despondency, as she struggled to re-establish 
familial bonds. A child's experience of returning home cannot be viewed in isolation from 
their family, contingent as it was on kinship bonds, structures, and dynamics. Exploring 
children's experiences within the context of their entire family provides a unique 
understanding of family life, as it draws into focus the wider effects of childhood separation 
and illness on familial relationships and the lives of individual family members.  
 Over the last forty years family history has become a dynamic and productive field 
of historical research, providing an expansive and rich body of literature. From its original 
emphasis on demographic process and associated quantitative analyses of household 
economics, the field has developed in areas of increasing specialisation. Heavily influenced 
by women’s history, the history of the family has become closely linked to gender studies, 
particularly in the area of the gendered division of labour and the construction of familial 
roles.597 Related to this field of investigation, historians have highlighted the official focus 
on mothers, and the responsibility attributed to her for the well-being of her children, and 
for the nation and society more generally.598 This is seen as part of a wider trend towards 
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the prescription and measuring of family life, resulting in tensions between official and 
family responsibility in child rearing, and a new emphasis on the problem family in post-war 
Britain.599 Within these themes their relationship to the emotional life of families has been 
explored. A more explicit interest in the emotional life of families has developed in recent 
work that explores familial intimacy, fatherhood, and kinship networks. The depth of 
familial intimacy has been demonstrated in studies of marriage and parenting; which reveal 
the intensity of historical relationships, and the influence of class and geographic locale. 600 
Fatherhood as a subject of historical research has come to greater prominence more 
recently, as a result of greater interest in men as gendered beings, and their roles in private 
and public life.601 Meanwhile, work on kinship and friendship networks has demonstrated 
the importance of wider support networks in family care and survival strategies.602 
 This chapter builds on this existing work by exploring the relationship between 
children and their families. While the emphasis is on the return of sick children to their 
familial home, this focus provides a means to examine the place of children in society more 
generally. How children were viewed, cherished, consulted, cared for, and utilized all come 
into view. This chapter opens by reviewing the influence of family on children's construction 
of separation during convalescence. This is followed by an examination of family and local 
community responses to children's return home from convalescence. Ex-patients' 
experiences of returning home, and the relative ease or difficulty with which they adapted 
to family life and re-established sibling bonds is examined with reference to family size and 
age. This is followed by a consideration of the effects of separation on child-mother bonds, 
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and the influence of cultural discourse on respondents’ relationship with their parents. The 
final section moves to the experiences of the siblings of convalescent home patients. This 
section takes a broad view, commencing with an account of sibling separation, and the 
feelings of the children who remained at home. It then explores the impact that a sick 
brother or sister had on the lives of their siblings, both in the short and longer terms. This 
chapter aims to provide a deeper understanding of the impact of childhood illness and 
medical treatments on children and their families. In doing so it enriches and extends our 
knowledge of what Roy Porter has described as the 'sufferers' history'.603 This is a history of 
medicine that does not privilege the role and experiences of medical professionals, but 
rather, places the emphasis on the recipients of care and their families.  
 
Families 
The influence of families on respondents' experiences of convalescence was profound, not 
only at the point of individual relationships, but also at the broader level of family 
configuration. Family size significantly influenced how separation was conceptualised by 
interviewees. There was a noticeable difference in the way that experiences of separation 
were constructed between interviewees who came from large families compared to those 
who had one sibling or were only children. A total of 34% (18) of ex-patients were only 
children (10) or had one sibling (8). All of these respondents constructed the significance of 
separation in terms of being away from their mother, rather than their family or both 
parents. This was true for both boys and girls, and for those who believed that they had a 
strong relationship with their father. Saul, the younger of two boys, was admitted for 
convalescent care for three months in 1956, during his stay he did not see his family. In his 
interview he spoke extensively about his father and helping him on his market stall; 
however, when he spoke of separation it was his mother who assumed primary 
significance. 
 
During your stay in the home did you have any visitors? 
Saul (1956, ten years old) No. Definitely not for three months ... didn’t see my mother. If I say to 
you I missed her, well this is the understatement of the century! To be separated like that, on 
 





my own in that way, it was, if I say, it was, it was something that affected me for years 
afterwards.604 
 
Likewise, respondents with no siblings also expressed separation in terms of being away 
from their mother.  
 
How did you feel while you were away? 
Marjorie (1949, ten years old) Well it wasn’t where I wanted to be that's for sure! (Long pause) 
It’s like, it was different to normal and, em, really, as I said to you before, I wanted to be at 
home with my mum. ... I don't think that I was particularly babied, or anything like that, but I 
wanted my mum.605 
 
Respondents (35) who came from families with three or more children exhibited noticeable 
differences in who they missed compared to respondents from smaller families. Just under 
86% (30) of these respondents spoke about missing their whole family, and tended not to 
specifically differentiate between missing siblings or parents, or between individual parents. 
Michael was the youngest of four children and was admitted to a children’s convalescent 
home for one month in 1947, during his stay he did not see his family. 
 
During your stay in the home did you have any visitors? 
Michael (1947, 10 years old) No, nobody did, they didn’t let you have them. You got letters, 
could write every week, not the same though as seeing my family, mum, dad, and brothers, no 
not the same. And it's as I said, I was very close, well with all of them, but, em, no, no visitors 
were allowed.606 
 
Children’s sibset position did not appear to be significant. Penny, the oldest of six children, 
who had previously described being ‘fed-up with all the others’, later explained how she 
had missed them.  
 
During your stay in the home did you have any visitors? 
Penny (1958, eleven years old) I felt lonely really, you know I was used to the others [brothers 
and sisters] being around, there were other kids in the home, but I, ah, missed my family. ... I 
had never really been alone before, I'd always had all of the others around.607 
 
This complex pattern of familial bonds was constant among males and females, and in both 
pre-war and post-war respondents indicating that the construction and understanding of 
kinship bonds was remarkably stable between 1932 and 1961, and, unlike parental 
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attitudes to separation from their children, discussed in chapter five, was not influenced by 
wartime experiences of evacuation.  
 The complexity of familial bonds is supported by the recent work of child 
psychiatrist, Michael Rutter, who stresses that children tend to have attachment 
relationships with both their parents and other family members, but that these bonds vary 
depending on family size and dynamics.608 This observation is particularly salient as 
historians have tended to give primacy to mother-child and parent-child relationships; and 
the importance of sibling relationships has not, until relatively recently, been fully 
recognised. Notable exceptions to this are the work of Anna Davin and Leonore Davidoff. 
Davin's work emphasises a mother-child-like bond, and does not acknowledge that siblings 
developed their own specific types of bonds influenced by family size.609 Leonore Davidoff 
notes the importance of sibling relationships, and usefully deploys the concept of vertical 
and horizontal kinship bonds to delineate between different family relationships, but in her 
analysis the influence of family size is not accommodated.610 Yet, the interviewees' 
testimonies in this study suggest that there are more complexities in familial bonds than 
have hitherto been explored, and that children from large families created bonds that were 
more likely to be constructed in terms of their entire family rather than individuals. 
Furthermore, although the construction and understanding of familial bonds were 
remarkably stable, they were also highly complex and, as will be demonstrated in this 
chapter, deeply affected by experiences of childhood convalescences. These effects 
extended beyond the duration of children's admission and influenced their experiences of 
returning to their families. 
 All of the ex-patients that were interviewed had clear memories of returning to their 
familial home. All but two ex-patients indicated that their homecoming was widely 
anticipated by their families, relatives, and neighbours; and was a cause for general 
celebration.  
John (1934, Twelve years old). Me mum had me in the house, and I was treated to a special 
dinner with all the others, because I was home. ... And the neighbours called to see me, say 
"hello", and that, a few treated me, give me a penny. Em, I had a big cake there were icing strips 
all over it, and I forget what they are called now, and I always remember that I was allowed to 
eat it all myself - I didn't have to share!611 
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Paul (1953, ten years old). When I came home my mum said to me: "Go and have a look in the 
other room on the arm chair", and there was a big sack, white sack, full up with things, oh toys, 
presents, yeah. Families around about sent something up to the house for when I came back 
and, em, it was the most toys or presents that I’d never had, and it was a huge great big sack - 
like a dream come true!612 
 
Polly (1952, six years old). I do, I remember much more clearly being at home when I came out 
of the convalescent home ... my dad had brought a carrier bag full of things: sweets and comics. 
And when I got home, he'd made me an armchair - a nifty pink armchair. I'd never seen such a 
thing before. So obviously he'd been thinking of me when I was away. I can remember all of that 
very, very clearly. And being back home and other family members being pleased to see me 
back.613 
 
A child's homecoming was clearly conceptualised as an event to be celebrated, not just by 
their family but also by the wider community. The vast majority of interviewees, particularly 
before the mid-1950s, came from very poor families and lived in poor neighbourhoods. 
Where coats routinely served as blankets, jam jars as cups, newspaper as tablecloths and 
floor coverings, and the pawn shop was a frequent way of raising money before 
payday.614As such, providing treats to help celebrate a child's homecoming would have 
required adults to make sacrifices, a practice that was evident across the period of 
interviewee experience. Siân Pooley has described the importance attached to selfless 
adulthood in the moral evaluations of parenting in the late-nineteenth and-early-twentieth 
centuries.615 Accounts of interviewees' homecomings indicate that selfless acts continued 
to be a prominent feature of parenthood into the 1960s. In addition, evidence from this 
research suggests that wider neighbourhood selflessness was similarly commonplace in 
working-class London. Thus, indicating the importance and centrality of children to family 
and community throughout the interwar and post-war decades.  
 The selfless care of children by working-class neighbours is supported by the work of 
Sally Alexander, who has described the interwar practice of families taking in their 
neighbours’ children when they became orphaned; even though they were often 
impoverished themselves. She suggests that this was based on a mistrust of authority and a 
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disdain for institutional child care.616 The evidence from the interviewee statements 
presented here extends Alexander's interpretation and suggests that providing care to a 
neighbour’s child can also be viewed as part of broader patterns of working-class family and 
community caring, based on widely held beliefs regarding selfless adulthood, which 
extended from the interwar period to the 1960s.617 Furthermore, when taken in 
conjunction with the celebration of sick children's homecoming, it indicates that working-
class communities in London had a permeable understanding of family and kinship that 
involved the absorption of neighbourhood children into a deeply-embedded nexus of 
community care and concern. 
 Despite the anticipation and celebrations associated with children's homecoming, 
for many of the ex-patients interviewed it was not a straightforward experience. Analysis of 
respondents’ accounts of returning home using the Listening Guide revealed the emergence 
of a new voice which I labelled the voice of relief, a voice that was associated with joy and 
happiness, but also a sense of safety and security. Marie recalled that her first evening at 
home 'was lovely, wonderful ... cosy and warm back in front of the fire with mum and 
dad.'618 However, the voice of relief was not the dominant harmony in narratives of 
homecomings; instead it moved in unison with the previously identified voices of 
despondency and need. The counterpoint of these voices, how they combined, ebbed, 
flowed, and moved in unison reflected the complex set of highly ambivalent emotions that 
respondents recalled. 
 The testimony of Sarah demonstrates how ambivalence in interviewees' accounts 
can reveal tensions between their memories and cultural master narratives.619 Sarah was 
the middle child in a family of three girls. She recalled that from a young age she was 'very 
thin and anaemic.' In 1955, she was admitted to a convalescent home for two months, in 
the hope that a regimen of sea air, exercise, nutritious food, and dietary supplements would 
help her to gain weight and correct her anaemia. Sarah recalled being 'incredibly homesick' 
 
616 Sally Alexander, 'Memory-Talk: London Childhoods', in Susannah Radstone and Bill Schwarz (eds.), Memory, 
Theories, Debates (New York, 2010), p. 239. Work by Anna Davin identified similar behaviour in the earlier 
period of 1870-1914, however, she suggests that these acts of selflessness were predicated on pity and 
affection for children, see: Davin, Growing Up Poor, p. 61. 
617 This is supported by numerous interviewee recollections of financial aid, sharing food, child care, and 
practical assistance between families and neighbours. 
618 Marie, C42MM-M1. 





and 'just desperate to go home' throughout her admission.620 Yet, she found returning to 
her familial home a difficult and confusing experience. 
 
What was it like when you went home to your family? 
Sarah (1955, ten years old) (Long pause and exhale) When I went home things, bearing in mind 
that, as I said, I was desperate to go home, desperate to see everyone again, but when I went 
home it was, I don't know, it was - odd? I felt like an, em, outsider. (Long pause) It was if 
something separated me from the rest of my family - a, a. (Pause) I didn't want there to be 
anything, but it was, it was there. Em, the only way I can describe it is like looking through a 
window, or a, a kind of numbness. (Pause) I was there with them, but not, sort of, part of them 
anymore - do you see? It was, I, something really had changed in me, and it never, it didn't 
change back. ... So really, in that sense, I never went home, my home, the home that I 
remembered, my family, my, my home [original emphasis] had gone, vanished while I was in the 
convalescent home. Do you understand what I mean?  
Yes, yeah I think that I do. But I wonder, did these feelings change back over time? 
No, no not for quite a long time, but even then it was (pause). I, it's difficult to explain. You 
know, don't get me wrong, we all rubbed along together fine, all happy, very happy to be 
together, but as I say, something had changed. ... I know the feeling, how it felt [original 
emphasis], but it's hard to put in words. (Long pause) My mum and dad, sisters were there just 
the same, but something had, it wasn't, it was just different that's all. (Long pause) It was like, as 
if, (pause) like the house was the same, the people were the same, but, em, ah, while I was away 
someone changed the rooms round and moved all the furniture. And I, I couldn't find where I 
was supposed to be, fit in anymore.621  
 
Sarah's ambivalence and highly descriptive metaphor of changes in her home, indicates her 
attempts to gain composure between the cultural expectations of a positive family reunion, 
and her individual, partly negative, experience. The metaphor of a house that remains the 
same, but the furniture and people move, signals that the external expectation of her 
relationship with her family was one of continuity, however, her intimate and internal 
experience was one of change. Furthermore, it suggests that her kinship attachment bonds 
were not broken, but rather changed or dislocated altering her relationship with her family.  
 Sarah's account of returning home demonstrates the complexities that many 
children experienced adapting to life with their family. Her experiences were not unusual, 
57% (30) of all ex-patients remembered experiencing varying degrees of difficulty settling 
back into their families. Once again the influence of family size was apparent. Respondents 
who were only children (10) or had one sibling (8) generally found returning to their familial 
home quite an easy transition. Only one of the interviewees from these two groups 
remembered feeling 'a bit on the shy side when [she] first went home'.622 The remaining 
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interviewees recalled that adapting back into their family was easy to accomplish, and 
generally believed that they 'just picked up where [they had] left off'.623 Dorothy recalled 
that she 'just slotted back in and carried on as before, no different.'624 The ease with which 
respondents from smaller families returned home was sharply contrasted by the 
experiences of children from larger families.  
 For 83% (29) of respondents from larger families returning home was remembered 
as a difficult experience. None of these ex-patients were able to articulate a particular 
reason why they found their homecoming difficult, and they tended to stress how they felt, 
rather than being able to reflect on the possible cause of their feelings. With the objective 
of detecting possible causes their testimonies were reread with this particular research 
question in mind. As already discussed, I poems are particularly useful in revealing latent 
expressions of how a speaker relates to a specific topic. The I poems of the individuals who 
experienced difficulties returning home demonstrated two themes. Firstly, a sense that 
they had lost their place in their family while they were away, and consequently needed to 
re-forge their familial identities in order to re-establish their kinship bonds. Secondly, clear 
feelings of abandonment and anger directed towards their mother, and a subsequent 
deterioration in their child-mother bond.  
 On their return home the twenty-nine respondents from families of three or more 
children recalled experiencing difficulties. These individuals described feeling that they had 
been excluded from their family group and, although it was expected of them, they were 
unable to pick-up where they left off. In articulating these feelings the voice of need came 
to prominence, as remembered feelings of confusion, bewilderment, and isolation 
completely displaced the voice of relief. An example of this was Theresa, who spent five 
months in a convalescent home in 1954, she was ten years old. 
 
What was it like when you went home? 
Theresa (1954, ten years old) It was wonderful, really wonderful, great to be back home, good, 
yeah, OK. (Very long pause, clears throat) I spose it was a bit of a funny thing to do, but, em, I 
remember I would hide behind the settee for hours and just, I would just sit there. ... I could 
listen to them talking and laughing, you see, and, em, it, it just felt easier. I, em, I wanted to be 
part of them, but it felt, I dunno, just strange. ... I didn't really seem to fit in anymore, (pause) I 
was like a square peg in a round hole, I just, I felt really quite awkward with my own family.625 
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In a similar vein Chris described feeling that he had lost his place in his family. He was the 
second of four boys, and spent four months in a convalescent home when he was ten years 
old. 
 
Chris (1950, ten years old) Naturally, there was huge excitement at being back home, but there 
was as well a sense of, (exhale) they had changed and grown on, and done other things while I'd 
been away, things that I didn't know about, and then when I came back, I'd kind of lost my 
place. ... I can remember that I felt angry with them. I, I felt like I had to fight for my place, fight 
to get back in the family nest.626 
 
Theresa's and Chris’ accounts were typical of respondents from families with more than two 
children, where difficulties settling back into their familial home were associated with a 
belief that they needed to compete for space, particularly with their siblings. References 
such as 'not fitting in' or 'losing my place' suggest that sibling bonds had been damaged or 
dislocated during their absence. Correspondingly, an alteration in sibling bonds was 
observable in the statements of just over half (7) of the interviewees who were the siblings 
of ex-patients. Although they recalled that they had missed their absent brother or sister 
intensely, and continued to demonstrate deep affection for them on their return home, 
they also experienced irritation and intolerance. Typical in this regard were both Rose and 
Gill who each remembered their siblings’ homecoming as ambivalent events. Rose was 
eleven years old when her nine-year-old brother was admitted to a convalescent home for 
four months in 1939. Gill was twelve years old when her seven-year-old sister was admitted 
to a convalescent home for three months in 1954.  
 
Rose (1939, eleven years old) I was worried about him, I worried while he was away. But then, 
then, I was just used to losing him, you know, him not being around, but you had to get used to 
it. And then all of a sudden he's back and I'm happy, so happy. ... It took a while for, it was just 
silly childhood squabbles, but it took a bit of time to get used to him back again.627 
 
What was it like when she came home? 
Gill (1954, twelve) To tell you the truth it was terrible, she was a pain in the backside! (laughing) 
I remember saying "I wish you hadn't come home", and she'd run off crying. She was very 
moany, she, em, was either moaning or winging, oh, or, em, tormenting us. ... My mum used to 
say "I sent my little angel and got sent back a little demon". ... But she was our little demon 
(laughing), so we had to put up with her!628  
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 Interviewee statements suggest that during a child's absence, families, especially 
siblings, created new or different bonds; and that it was only through re-establishing or the 
establishment of new bonds, that children were able to find their place. This indicates that a 
child's return home was a reciprocal experience, and that there was a process by which 
children were accepted back by their families. This, in part, explains why only children and 
those with one sibling experienced less difficulty adapting, as they had fewer kinship bonds 
to re-establish; and consequently, the process of negotiating re-entry to their family was 
smoother. Overall, smaller family size meant that individuals had less of a need to compete 
for their position in their family.  
 
Siblings 
The extent to which sibling relationships in larger families were affected by convalescence 
varied both in intensity and duration. For some it was a passing phase and ‘things soon got 
worked out’, for others there were longer lasting effects that lasted all of their 'young 
lives'.629 In general, although not exclusively, older children were less liking to have lasting 
disruption of their sibling bonds. Although, as with Michael, in some cases the initial 
disruption could be extremely negative, but eventually settle down over time. Michael was 
a patient in a convalescent home for one month in 1947. In his interview he described 
missing his family and being 'very close' to his three brothers. Yet, when he returned home 
there was marked hostility between him and his brothers that often erupted into violence. 
His statement suggests a subconscious desire to create space for himself by eliminating his 
siblings. 
 
Michael (1947, ten years old) Boys always fight. You know, I think that's normal, boys always 
fight, yeah, that's normal. But, em, when I went home it was something else (chuckles), [it] 
seemed to escalate and our house was like a war zone. I, em, and I do feel bad about this, I used 
to go to bed at night, I had an ex-army German World War Two bayonet in my cupboard, and I 
used to sleep with that under my pillow. And I'd say, we, we all shared a room, and I'd say, as I 
waved this bayonet, "I'm going to kill you lot tonight". (Pause) Years later, my middle brother, 
and we're close, very close, and he said to me "I was living in constant fear of you". ... The 
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 Although Michael's graphic threat to kill his siblings was extreme, it was not 
uncommon for respondents to recall an increase in episodes of fighting and name calling 
following their return home. As demonstrated by Michael's testimony, the initial intensity in 
deterioration of bonds did not necessarily correlate with duration, and the majority of ex-
patients remembered the period of sibling enmity as being short-to-medium-term. Instead, 
age was the primary factor in determining the longevity of relationship deterioration. 
Respondents who were under eight years of age (12), at the time of their admission were 
more likely to experience long lasting disruption in their sibling bonds. An example of this 
was Elizabeth who in 1937, at the age of seven years old was admitted to a convalescent 
home for six months. In the following extract from her interview she remembers returning 
home and being greeted by her baby brother.  
 
Elizabeth (1937, seven years old) [W]hen I got home from Margate ... my dad picked me 
up, and you know all excited “you're coming home ... you'll see your lovely baby 
brother”, and we walked in, and my little, lovely baby brother was in a high chair, and he 
took one look at me and screamed his head off, so that was that. We were no longer, no 
friends, not friends for their rest of our young lives (clearing throat).631  
 
 Elizabeth's testimony indicates the extent to which the influence of short-to 
medium-term separation on sibling relationships could be significant and long-lasting, 
particularly for children under eight years of age. The age-related erosion of sibling bonds 
can be understood within the context of attachment theory. Around the age of seven years 
children begin to move to greater independence and have less intensive attachment needs 
in order to maintain their kinship bonds.632 This occurrence was most certainly discernible 
in interviewees' statements. However, the binary experiences of younger and older children 
cannot be fully explained within the context of attachment theory, as changes in child-
parent bonds did not conform to the same age-specific pattern. This suggests, once again, 
that sibling bonds, or horizontal kinship bonds, operate differently to vertical bonds. Recent 
work by Juliet Mitchell provides a valuable insight into sibling bonds, and a possible 
explanation for age-related differences. Building on the work of Donald Winnicott, Mitchell 
notes the inherent psychological tensions of intimacy and violence that are present in 
sibling relationships; and she stresses the importance of siblings working through these 
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tensions in early childhood so as to avoid problems in their future social interactions.633 
Consequently, for younger children their admission to a convalescent home not only 
disturbed their process of attachment, it also interrupted a crucial, age-specific process of 
sibling intimacy and violence mediation. 
 The implication of separation on sibling relationships has been explored by 
academics across a range of disciplines, but the emphasis has been on separation in 
adulthood, long-term childcare institutions, or repeated episodes of separation due to 
attending boarding schools. 634 However, the effect of short- to- medium-term separation 
due to ill health has not been adequately addressed. Indeed, Juliet Mitchell has recently 
asked 'how did Bowlby miss the siblings?' She suggests that this was largely because the 
understanding of psychic and social relationships foreground vertical interactions between 
parents and children, particularly mothers.635 Yet, the evidence from this thesis indicates 
that separation for periods as short as one month could have profound effects on sibling 
bonds that could be long-lasting and even violence-tinged.  
 The disruption of kinship bonds was frequently associated with feelings of anger. 
The I poem of Harry who spent two months in a convalescent home in 1957, demonstrates 
the transition in his memories from childhood confusion and loneliness, to abandonment 
and anger. It also clearly demonstrates the counterpoint between the voice of need and the 
voice of despondency; and how these voices fused into a new voice - the voice of anger.  
 
I went home  
I wasn't, it wasn't the same 
I didn't understand why it was just me 
I was alone, it was lonely 
I wondered about it a lot 
I felt, I'm not sure 
I thought she [mother] wanted to get rid of me 
I didn't feel 
I can remember standing there for a long time 
I went 
I'd changed 
I felt so different to the others 
I couldn't just fit straight back in 
I struggled to fit back in 
 I didn't want to 
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I couldn't forget 
I think, on the whole, I was quite angry 
I had been left  
I was different  
I remember feeling angry 
I was angry.636 
 
As with the I poems of the majority of children from large families, Harry's I poem reveals 
that he had been unable to understand why he was the only one of his siblings to be sent to 
a convalescent home. This resulted not only in jealousy and anger directed towards his 
siblings, but also to a feeling of being different to them; and to a belief that his parents, 
especially his mother, did not want him. Indeed, Harry's relationship with his mother never 
fully recovered and he believed that he became the 'black sheep of the family'.637  
 Memories of a deterioration in maternal relationships occurred in 77% of all ex-
patients (41). But what is particularly interesting here is that it was also present in only 
children and those with one sibling - interviewees who constructed separation 
predominately in terms of being away from their mother, and who did not remember 
having any particular difficulty in returning home or settling in. Nonetheless, just over half 
of the individuals (11) from these two groups, along with thirty individuals from larger 
families, believed that their relationship with their mother had been negatively affected by 
their convalescent experience, and that they had struggled to regain their previous level of 
intimacy with her.  
 Over half of the respondents (26) who described deterioration in their relationship 
with their mother, remembered it as being short lived and relatively minor. Like Saul who 
had previously described his distress at being separated from his mother, but recalled that 
he was 'quite grumpy and a bit stroppy with her [mother] when he went home, but that he 
soon 'got over it.'638 For these interviewees their maternal relationship was, in many 
respects, coincidental to their account of childhood convalescence. However, in the 
remaining fifteen individuals who experienced deterioration in their maternal bond, it was 
more pronounced, and their relationship with their mothers formed a central part of their 
convalescence narrative, a theme that they continually returned to in their interviews. This 
was the case for Polly who frequently discussed the impact of convalescence on her 
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relationship with her mother. Polly was in a convalescent home for nine weeks in 1952, she 
was six years old.  
 
Polly (1952, six years) She [mother] took me to Victoria Station and handed me over to a nun, 
and I suppose you only start to think about these things when you have children of your own, I 
cannot imagine any circumstance in the world where I would take my child to a station and hand 
them over to an unknown nun to then be taken away for weeks, I can't imagine how she did it. 
... I mean my father was a very loving and affectionate father, my mother wasn't. She was 
entirely different ... after about nine weeks at least I was told it was nine weeks, it seemed like 
an eternity, um my mother came to collect me I didn't recognize her, she walked into the room, 
this lady walked into the room with some clothes and started to get me dressed, and it must've 
hurt her to the heart, because I said to her "are you my mummy?" but I didn't know who she 
was.639 
 
 For some interviewees (11) these feelings continued into adult life and shaped their 
relationships with their mother throughout their adulthood. Ron recalled visiting his mother 
in a nursing home and experiencing a mixture of negative emotions. 
 
Ron (1957, 1959, nine and eleven years old) I feel very badly about this: my mum was in a, for 
old people ... and I remember she said "You put me in this bloody home", and I remember 
thinking "Well you put me in all those bloody homes." And I feel so badly about thinking that, I 
don't think I have ever told anybody that before. Em, I felt so badly, I still do, to say or to think 
that, was a terrible thing to think, but nonetheless that's what I thought, that's what I 
thought.640 
 
Unlike sibling bonds, the deterioration in child-mother bonds was not associated with 
family size or age related. Nor was it associated with the intensity of their experiences, both 
positive and negative, of children's convalescent homes. Moreover, there was no 
discernible pattern in the characteristics of respondents that correlated with the incidence, 
severity or duration of dislocation in child-mother bonds. Instead, it was particularly 
connected to the intensity of respondents’ feelings of abandonment, and the associated 
blame being principally directed towards their mothers - strikingly, fathers were universally 
exempted from blame. Respondents frequently contrasted their relationships between 
their mothers and fathers. Dora, who had been an infant school teacher, in describing her 
relationship with her mother she used psychological theory to explain her own negative 
feelings, stressing that young children need 'continuity and proximity ... to create a bond', 
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but she only applied this belief to her relationship with her mother, and stopped short of 
extending the same logic to her relationship with her father. 
 
And your relationship with your parents, how do you? 
Dora (1937, eight years old) Oh, with my mother it definitely went downhill, I think I probably 
blamed her for leaving me in there, for nurses to drag me screaming out of bed. And that 
continued I think, blaming her for leaving me. The effect of being abandoned like that left 
psychological scars on me, and I am sure that's what happened. That's why with my mother it 
wasn't ever [a] close relationship, our relationship was damaged by separation at a young age - 
far too young. I believe that you need continuity and proximity when children are young to 
create a bond, a solid bond. Children need continuity. And, em, but with my dad it was always 
good, very good, we had a good relationship. He was a wonderful man, very talented.641  
 
 Although not using the same psychological vocabulary as Dora, other interviewees 
discussed their beliefs that long periods of separation had damaged their relationship with 
their mothers, but not their fathers. And yet, they also described childhood experiences in 
which their mothers were tender, intimate, and loving towards them; indicating that their 
characterisation of maternal relationships did not simply reflect mother-child remoteness. 
Instead, interviewees perceived deterioration in their maternal relationship was largely 
based on their belief that decisions concerning all aspects of child care, including consent to 
their convalescent home admission, was made by their mothers. However, at odds with this 
assessment of sole maternal responsibility, the great majority of interviewees spoke 
spontaneously about having a close relationship with their fathers, and their fathers’ 
involvement in their daily care. 
 The inclusion of fathers in decision making relating to their children's health care, 
and more specifically their convalescence, was demonstrated in the statements of one third 
of all respondents. Like Pam who described her family doctor discussing her admission to a 
convalescent home with both of her parents. 
 
Pam (1946, twelve years) I remember one day the doctor came round my mum and dad’s, and 
said, em, "I’d like to talk to you". And they went in the front room, and obviously I didn’t hear 
the conversation, then after they [parents] said to me "the doctor thinks you need a rest away 
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Pam's account of joint parental decision making was not unusual and other interviewees 
had similar stories of both their parents attending clinics or meetings with doctors and 
nurses. Even in instances where fathers were not present at the meetings, they were 
consulted afterwards. Harry had clear memories of his mother taking him to his local clinic, 
and before agreeing to the doctor’s suggestion that he was admitted to a convalescent 
home, she returned home to 'talk it over with dad'.643 
 All of the mothers interviewed believed that they had primary responsibility for their 
children's day-to-day care and health. However, they also recalled their husband's active 
involvement in many aspects of child care. Alma explained that her husband was 'very 
hands on' and 'did most things' with their children, although he 'stopped short of 
nappies!'644 With respect to their children's health, fathers were also actively involved. 
Maud recalled that her husband 'would rise early every morning and get the inhalation 
ready', for their asthmatic son, 'before going to work'.645 Fathers were central in 
determining the appropriateness of the medical care that children received. Alma 
recounted how her husband had demanded their son’s return home as soon as his need for 
convalescence had ended.  
 
Alma (1956) I remember the one day I went and the nurse said to me "James is quite well now, 
he's ready to come home." She said "but we are going to keep him another two weeks, to finish 
his, the end of school term." So I went back home and tell my husband, and he said "Your what? 
They're going to keep him another two weeks?" He says "I didn't send him there to be educated, 
I sent him there to get well!" It was like giving a red rag to a bull. He was straight on the phone 
to the doctor, and he said "If you've got any objections to James going home, what are they? 
And if not, he can come home right this minute." That was it, then he [husband] rings the home 
up, we went straight down there, and they got him ready, and we bought him home.646  
 
Alma’s statement draws attention to the primary role of her husband in allowing their son 
to be admitted for convalescence. The phrase "I didn't send him there to be educated, I 
sent him there to get well!", suggests that although Alma had recalled that she looked 'after 
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the children's side of things', it was her husband who had made the final decision to allow 
their son to be admitted to a convalescent home. 647  
 Therefore, the evidence from interviewee statements suggests that fathers were 
active in their children's general care and their health care, both practically and in a decision 
making capacity.648 Yet, all of the ex-patients ascribed the decision to allow their admission 
primarily to their mothers; a belief that had a negative, and in some instances, a permanent 
effect on their bond with their mother. This apparent paradox could be interpreted in two 
contrasting ways, firstly, from the perspective of John Bowlby’s interpretation of 
attachment theory. Bowlby suggests that children, especially younger children, attach 
primarily with their mother, and that separation from their primary attachment figure 
results in feelings of abandonment and damage to the child-mother bond. However, 
respondent memories of the deterioration in their child-mother bond did not correlate with 
their age; and, moreover, current understandings of attachment theory would indicate that 
children form bonds equally with both parents. Secondly, it is possible to interpret 
interviewee experiences within the context of the dominant contemporary cultural and 
social expectations of mothers' and fathers' roles, and their influence on children's 
perceptions of their parents' actions and responsibilities. 
 Laura King has highlighted the growing cultural discourse emphasising the 
importance of fatherhood in mid-twentieth-century Britain. This, she argues, created an 
idealised standard of fatherhood, and reflected men's increasing interest and involvement 
in their children's care, but this involvement tended to be more orientated towards fun and 
leisure, rather than the provision of practical child care.649 King's analysis of fatherhood 
reflects the aforegoing descriptions by interviewees, indicating that on the one hand, there 
was an increasing emotional intimacy between fathers and children, and joint decision 
making between parents. But on the other hand, there was a persistence of gendered 
division of labour and an assumption that mothers had primary child care responsibility. In 
this sense, the decades between 1930 and 1960, were a time when the model of the male 
 
647 Alma, P4MM-A1. 
648 Siân Pooley has demonstrated the involvement of fathers in the decision making and care of their sick 
children in the late nineteenth-and early twentieth centuries, see: Pooley, ‘All we parents want is that our 
children's health and lives should be regarded’: Child Health and Parental Concern in England, c. 1860-1910’, 
pp. 528-548; Pooley, 'Grandfathers, Grandmothers and the inheritance of Parenthood in England, c. 1850-
1914', pp. 139, 142. 




breadwinner and female homemaker remained socially and culturally dominant within this 
London working-class community.650 The presence of multiple masculinities and the idea 
that certain normative models of masculinity were dominant within particular communities 
has been explored by Ben Griffin who uses the concept of communication communities to 
explain how these can vary over time and place.651  
The cultural dominance of the male breadwinner model of parenting among 
interviewees can be observed through the relative importance that respondents attached 
to their fathers' and mothers' work. When asked: 'Did your parents work?', interviewees 
immediately described their father's occupation, and tended to describe how hard working 
and diligent they were. In contrast, although 47% of respondents’ mothers engaged in paid 
worked, this was only mentioned as a secondary consideration or when prompted. This 
possibly reflects the dominance of part-time work among women, but the six interviewees 
whose mothers worked fulltime also privileged the work of their fathers over their mothers; 
and, significantly, mothers' work as homemakers was not mentioned by 85% (45) of 
interviewees until they were specifically questioned about domestic labour. This suggests 
that women's paid work was not afforded the same status as men's work, and that 
women's work as homemakers was so culturally ingrained that it was not considered 
necessary to mention. The dominant model of the male breadwinner and female 
homemaker would have attributed mothers with primary child care responsibility and 
decision-making power regarding convalescence. In turn, this construction relieved their 
father of responsibility and directed children's feelings of abandonment and anger towards 
their mother; and suggests children's understanding of gender roles and family dynamics 
were influenced by cultural tropes rather than the daily experiences of their lives.  
 
650 Angela Davis, 'General Change and Continuity among British Mothers, The Sharing of Beliefs, Knowledge 
and Practices c. 1940-1990', in Siân Pooley and Kaveri Qureshi (eds.), Parenthood Between Generations: 
Transforming Reproductive Cultures (Oxford, 2016), p. 2f09. Simon Szreter and Kate Fisher have discussed the 
gendered activities and areas of authority that existed within marriages, but significantly, gendered activities 
were interpreted as caring in the emotional sense, see: Simon Szreter and Kate Fisher, Sex before the Sexual 
Revolution, pp. 199-226. Similarly, Julie-Marie Strange has shown that the binary of breadwinner and 
homemaker did not indicate a lack of emotional closeness between children and their fathers: Julie-Marie 
Strange, 'Fatherhood, Providing, and Attachment in Late Victorian and Edwardian Working-Class Families', The 
Historical Journal, 55 (2012), pp. 1007-1029. 





The emphasis that respondents placed on maternal decision making is supported by 
the statements of the ex-patients who discussed their convalescence with their parents. 
Only 13% (7) of interviewees discussed their convalescent home admission with their 
parents in adult life. This group all asked their parents why they had consented to their 
admission. Four of these recalled being surprised that the decision had been a joint one 
between their mother and father. Rita, who spoke to her mother in her mid-thirties, 
recalled her surprise vividly. 
 
Rita (1946, 1950, 1952, five, nine and eleven years) Oh yeah, yeah, I was surprised that dad had 
agreed, very surprised, yeah, really surprised. I thought it was mum, all mum and that he was set 
against it. Yeah, so absolutely that was a bit of a shock. 652  
 
Respondents who discussed convalescences with their parents did so with some difficulty. 
Sarah recalled that he had 'tried a couple of times, before eventually getting my courage up 
... I don't know what stopped me, it was a bit of a taboo'.653 Frank also believed that it was 
'something that was brushed under the carpet'. 654 Difficulty broaching the subject of 
convalescence was also described by the remaining forty-five respondents who did not 
discuss the subject with their parents. In describing their difficulties they all placed their 
reasons within the context of their relationship with their mother, citing, on the one hand, 
the desire not to hurt, upset, distress or injure her feelings; and, on the other hand, a belief 
that it would antagonise, irritate or annoy her. These, in many ways, conflicting reasons 
point to persistent tensions in their relationship with their mother 
 Regardless of their child's age or family size, none of the mothers that were 
interviewed expressed the belief that their relationship with their child changed following 
their return home. Although they did describe their children having some difficulty settling 
back into their familial home. Peggy described her son 'playing-up' and having 'tantrums' 
that persisted for several months. Melanie and Beryl's children demonstrated both 
behavioural and physical signs of distress. Melanie believed that her twelve-year-old 
daughter was 'a bit more on the cheeky side', in particular when reprimanded for not eating 
her meals - she had previously had a good appetite. 
 
652 Rita, C29MM-R1. 
653 Sarah, C46MM- S1. 




Melanie (1961) [S]he was a bit more on the cheeky side. ... [S]he wouldn't eat, turned her nose 
up. Em, I cooked her favourite and would say, you know, "Oh, it's lovely, special for you, eat up". 
And I, em, I remember her saying: "If it's that lovely you have, eat it" ... One day I could have 
lamped her one, she but I thought "no, leave her be" ... And then she'd say "I can't eat feel sick" 
or "my stomach hurts". ... I thought it might be her age, her monthlies, she was that age, you 
know.  
 
Had she been a fussy eater before? 
Oh no! Would eat anything. ... Charlie [husband] would say "that one's lost her appetite and 
found a donkey's!" (laughing)655 
 
Beryl's ten-year-old daughter returned home with a dislike of doctors and nurses, and 
developed enuresis that lasted for some time after her return home - a problem that had 
not existed previously. 
 
Beryl (1959) The one thing, she took to disliking the doctors and nurses, really disliking them 
[original emphasis]. I think that. (long pause) Once I had to take her to the doctors not long after 
she come home, she, em, she started to wet the bed, you know, at night, never done it before. I 
couldn't fathom it, so I took [her] to the doctors, and she wouldn't go, refused to go in, I had to 
drag her. ... But anyway she wet the bed for, till, it must have been after her birthday, a long 
time anyway.  
Why do you think she started to wet the bed? 
I don't know. As I said, I couldn't fathom it, and that's why I took her to the doctors, but he 
didn't know, just told me not to give her a drink late at night and lift her at midnight. (Pause) In 
the end, my mum said "stop worrying, she'll grow out of it." And, well, she did.656 
 
 Mothers’ accounts of their children's home coming, support the recollections of ex-
patients who experienced difficulties adjusting to their family life. However, it is noteworthy 
that all of the mothers interviewed associated behavioural problems, like, playing-up, 
tantrums, being cheeky, and disliking doctors as being connected to difficulties settling back 
at home - which they made allowances for. However, physical symptoms, such as, not 
eating, feeling sick, stomach aches, and enuresis were conceived as something entirely 
separate that was associated with physical causes or required medical attention. The 
inference drawn from the evidence presented in this thesis is that parental understanding 
of their children's emotional wellbeing was based on their psychological behaviour; and 
that the physical manifestations of emotional distress were not considered to be related. 
This supports the assertion made in chapter five of this thesis: that there was a mind-body 
divide in post-war working-class parents' awareness of their children's emotional needs, 
and emotions were not conceived as embodied.  
 
655 Melonie, P3MM-M1. 




 All of the mothers who were interviewed expressed regret over allowing their 
children to be admitted for convalescences. This was particularly so for Peggy who wept 
openly when she described her five-year-old son's return home. She believed that her son, 
had not 'receive[d] the right sort of care, it was too strict for a small boy ... [and] it didn't do 
him any good.' Several times during her interview she asserted that 'if I had my time over, 
I'd never let it happen'.657 Similarly, all of the interviewees who discussed convalescence 
with their parents indicated that they had expressed regret. Sybil whose mother had visited 
her, but had been unable to take her back home due to insufficient funds, remembered her 
mother saying: "you know, I wish I could have bought you back that day."658 Donna who 
was admitted to two convalescent homes between 1936 and 1938, believed that her 
mother regretted allowing her to go and 'went off the whole idea of convalescence'. She 
recalled that a few months after her return home following her second admission, one of 
her younger siblings was referred for convalescent care, but her mother refused to allow 
her sibling to go. Stating in her native Yiddish that convalescent homes were a 'shlekht ort 
far kinderlekh' (a bad place for precious children). Donna recalled that her mother only 
spoke Yiddish when she was 'furious' or 'upset'.659 Thus, her mother's words tell us that she 
did not believe her daughter had benefited from convalescence, and her use of Yiddish 
indicates the depth of emotions and feelings associated with this belief.  
 It was not only patients and their parents that were affected by a child's admission 
to a convalescent home, their siblings also reported feeling acute distress. For some 
respondents their distress was made worse by a lack of information about their brother’s or 
sister's departure. As with children's preparation for admission there was a clear divide in 
the information that parents gave to their children before and after the Second World War. 
The three respondents whose siblings were admitted to a convalescent home before the 
war had no recollection of being told that they were going or why they had gone. Rose 
recalled that her brother ' just vanished'. While Alice remembered not knowing if her 
brother 'would come back again'. 
 
Rose (1939, eleven years old) I have this really strong memory of coming home from school and 
there being a, em, void, emptiness, suddenly Jack was gone, vanished. (Very long pause) I didn't 
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really know what was happening. I wasn't told anything, nothing. I didn't know why he went, I 
didn't know where he went to, I knew nothing about it, but I did know that I missed him.660  
 
Alice (1939, nine years old) Well I was quite young, so my mum and dad didn't really talk to you 
about things like that. I, em, I only remember him being there one day and gone the next, so to 
speak. ... I can remember sitting in our back yard, it's more a feeling, but, em, feeling confused. 
... I don't know that I knew if he'd come back again. I don't think that I really understood what 
was happening. And, em, I have no recollection of hearing it talked about or anything like that, 
or it being explained. 661 
 
 In comparison, the interviewees whose siblings were patients after the War (10) 
were informed of their brothers’ or sisters’ forthcoming admission; and as with patients' 
preparation for admission, convalescence was often presented in a favourable guise. Jenny 
and June recalled being told that their siblings had gone to the seaside. 
 
Jenny (1950, twelve years old) Oh yeah, we all talked about it. I thought it was a bit of an 
adventure for him, a holiday like. My mum said she was buying all new clothes, and that was 
another bonus cos I got some as well. ... Yeah, I can remember that, and all the names had to be 
sewn in, so I remember my dad sitting writing with an indelible pen writing the names on the 
things. I don’t actually remember if the words convalescent home were used. It was more like a 
holiday, em, or the scouts, or something.662 
 
June (1955, eleven years old) They (parents) explained about her needing fresh air. I obviously 
realised that she had gone away for some time, for her breathing. Em, and I was told that she 
had gone to the seaside and was having a nice time. And then I found out that dad was visiting 
her at the seaside, and I was very disappointed that I wasn't there too. I couldn't understand 
why I couldn't go. I thought she was on some kind of holiday. ... Once when Mum went to visit 
with Dad I was sent next door to my aunt. As I said before, I was really upset and confused as to 
why they both went to see her at the seaside and left me behind.663 
 
The sharp division in information given to pre-war and post-war siblings supports the 
findings described in chapter five of this thesis, of an increasing parental awareness of 
children's emotional needs in the post-war era. It also demonstrates that this increasing 
emotional awareness was not only directed towards sick children, but extended to all 
children within the family.  
 There was, however, a difference in the information that siblings received 
depending on their age. All siblings aged thirteen years and over (5) received 
comprehensive and factual information regarding their brother's or sister's admission. 
Samantha was fourteen years old when her middle sibling was admitted to a convalescent 
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home, she remembered that she 'sat round the kitchen table and talked to mum and dad 
about it.'664 Thirteen-year-old Mary was 'told all about it' by her mother, and shown the 
admission letters from the hospital.665 It is probable that the extensive information given to 
older siblings, compared to the more variable experience of their younger counterparts, 
reflected parental perceptions of maturity; coinciding as it did with the ages of puberty, 
leaving school, and becoming a wage earner. All of the siblings aged thirteen years and over 
were in the post-war group, as such, it was not possible to determine if parental 
perceptions of maturing into adulthood changed across the period of this study. 
 Regardless of the amount and quality of information that siblings received, they all 
remembered feeling acutely distressed by their sibling's absence. For many of them their 
distress was compounded by a sense of responsibility which they felt for the welfare of 
their brother or sister. As characterised by Anna Davin, all of the siblings interviewed were 
‘little mothers’ who regularly looked after their younger brother or sister. However, Davin’s 
analysis of little mothers finishes in 1914, but all the sibling respondents remembered 
performing significant caring roles for their younger brothers and sisters, indicating that 
older siblings continued to engage in little mother roles in to the late 1950s. Typical in this 
regard was Samantha, who was twelve years old when her five-year-old sister went into 
convalescent home for a month in 1956. 
 
Did you look after your younger sister? 
Samantha (1956, fourteen years old) Of course, yes. ... She was just a dot really, tiny and [I] 
would carry her round the house, just like a doll .... when she went my arms felt empty. ... I felt a 
bit lost without her, like, oh, I didn't know what to do with myself.666 
 
Similarly, Mary was thirteen years old when her six-year-old sister was admitted for 
convalescent care in 1958. 
 
Mary (1958, thirteen years old) Oh, I missed her so much, cos, you see, before I was with her all 
the time. I would look after her, sit and, you know, play dolls, keep her amused while mum 
worked. I, em, (pause) if she took bad with the cough like, it would worry me and I would rub 
her back and say, em, 'there, there' - just like an old mother hen (laughing). Really, you know, I 
had to look after, cos there was no one else.667 
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 It is not clear from the interviews conducted for this thesis whether the 
persistence of little mothers was an artefact of having a sick sibling or the product of wider 
cultural norms. Angela Davis has noted that girls, rather than boys, were expected to help 
with household chores.668 While Selina Todd has recently observed that in the early 1950s, 
many working-class fathers continued to think that education was not necessary for girls.669 
It is noteworthy that five of the interviewees recalled missing school due to looking after 
their sick brothers or sisters while their mother worked, despite the presence of an older 
brother at home.670 All five of these siblings recalled that it was their mothers’ decision to 
keep them at home, because they did not believe that the boys would be attentive enough 
or capable of caring for a sick child. As such, evidence from interviewee statements support 
Davis' and Todd's observations of a generalised belief that girls were better employed at 
home than in school, and they further suggest that girls were considered to be more 
appropriate careers of young children than boys, and that mothers not only subscribed to 
this view but promoted it.  
 Caring for a sick sibling placed extra demands on children; and for the siblings 
interviewed caring for their sick brother or sister had varied and often significant 
implications for their own life and their experiences of childhood that extended beyond the 
physical role of caring. Using the Listening Guide, a voice which I labelled the voice of 
sacrifice was a prominent chord in all of the siblings' testimonies. June was the eldest of 
three children and was regularly left in sole charge of her brother and sister. In her 
testimony she explained her concern that she may have been responsible for her brother’s 
illness, to point that she was ‘sick with worry’, June’s brother went into convalescent care 
for three months in 1955. 
 
Did you look after your younger brother? 
June (1955, eleven years old) I looked after my brother and my sister after school and, ah, some 
weekends... When Charlie was sent away, I, well really, I was too young to understand, I thought 
that it was something I had done. I was sick with worry couldn’t eat – nothing, not till Charlie got 
back home.671 
 
668 Davis, 'General Change and Continuity among British Mothers, The Sharing of Beliefs, Knowledge and 
Practices c. 1940-1990', pp. 212-213. 
669 Todd, The People, pp. 220-221.  
670 Alice, S13MM-A1; Bonnie, S12MM-B1; Frances, S3MM-F1; June, S2MMS1; Elsie, S10MM-E1. 




The deep concern that mothers and fathers felt for their children’s health has been 
demonstrated by Siân Pooley.672 But the concern experienced by children for a sick sibling 
has not been explored by historians. It is, however, the subject of a relatively recent, but 
extensive body of scholarly literature in the disciplines of anthropology, paediatrics, 
psychology, and sociology.673 In her long-term study of children with cystic fibrosis, 
anthropologist Myra Bluebond-Langner describes the experiences of children who have a 
chronically ill sibling as the ‘terrible burdens placed on body and spirit’.674 All of the siblings 
interviewed supported this assessment; they also indicated that for many of them having a 
sick sibling affected their lives in material and often long lasting ways. 
 Bonnie's was the oldest of five children, who were left in her care while her 
parents worked. Her six-year-old brother suffered from poorly controlled epilepsy; 
commonly having three or four fits per week. In her interview she discussed caring for her 
five siblings and the restrictions placed on their activities by her brother's illness. 
 
Bonnie (1956, twelve years old). Em, I looked after them a bit after school and during the 
holidays, cos mum worked. ... After mum left in the morning, I sorted them out. ... We 
amused ourselves, we couldn't, we had to stay indoors case Robert had an attack. They 
came on so suddenly, you just never knew, so we stayed indoors, or in the back garden, 
we used to play, you know, rounders or cricket or that sort of thing. But, em, we were 
always careful not get too boisterous, cos it could easily set, set them [epileptic fits] off. 
But you couldn't play in the street with all your friends, and you just didn't know when it 
[epileptic fit] might happen. So, we couldn't really mix with the other kids or doing 
anything, not like you would normally as kids.675 
 
Bonnie's account was not unusual and stories of siblings having their activities restricted by 
the need to care for their sick brother or sister were common. Respondents also described 
making sacrifices so that their sick sibling could receive an extra share of their families 
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limited resources. Ann was the oldest of three children, her middle sibling had a ventral 
septal defect that severely limited her daily activities.676   
 
Ann (1950, twelve years old) Because Florence was always sickly she would get special 
treatment than me. It was always the best that went to Florrie. If she was [sick], which she was a 
lot, she would have mashed potato and boiled eggs together, mashed together with best butter, 
with grated cheese on top. Why that was considered a meal particularly that you had when you 
weren't well I don't know, but, yes, she would have that. But that meant there was no eggs for 
us, and cheese and best butter was rare. I had lard and, em, I always had streaky bacon, but 
Florrie, Florrie would have back bacon.  
Did you mind that Florence was treated differently? 
(Pause) No, no. I don't think that I ever questioned it, it was just the way that it was. I never 
thought any different. But that was, that was how it was.677 
 
Alice was the oldest of four children, her youngest brother, Nicky, had severe eczema. In 
her interview she recalled how she had cared for him and his skin condition both day and 
night. Alice was nine years old. 
 
Alice (1938, nine years old) We slept four to a bed - two at the top and two at the bottom, it was 
a bit tight, but we were always warm (laughs). ... I was the oldest so I always had the head end 
and I had Nicky up the top with me, so that I could keep a watch on him, to stop him scratching 
and itching and that. ... If his skin was bad I would sit all night and hold him, singing and, you 
know, that sort of thing. We had a pot of cream but, I can't remember its name, and that was 
only, not to be used very often.678  
Why couldn’t you use it very often? 
It was too expensive. There wasn’t ever enough money ... so I knew I had to be careful. 679 
 
The idea that healthy children made sacrifices for their sick siblings resonates with the 
notion of selfless parenthood discussed earlier in this chapter. Interviewee statements 
indicate the presence of a widely held belief that the needs of the sick child took 
precedence, and they received an unequal share of the family's emotional and material 
resources. In this respect we can extend the idea of selfless parenthood, and put forward 
the idea of a selfless family. Where all family members were expected to behave in a certain 
way and make sacrifices. Moreover, sacrifice and selflessness was learnt at an early age, 
and inculcated to such an extent that it was not questioned by family members.  
 
676 A ventral septal defect is a hole in the wall separating the two lower chambers (ventricles) of the heart, 
thereby, allowing oxygenated and deoxygenated blood to mix. Depending on the size of the hole, which can 
vary from being as small a pin hole to an absent chamber wall, a patient's symptoms can be minor to severe.  
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 Many siblings believed that their own life chances had been negatively influenced 
by the significant caring roles that they had performed. This was clearly articulated by 
Frances, who was frequently kept off school to look after her younger sister. 
 
Frances (1953, twelve years old) Sometimes I think all I have ever done is look after kids. (long 
pause) I had to look after the twins and Sheila ... She, em, she was always, always (emphasised 
with tone and by tapping table) sick, so me mum kept me off school quite a lot to look after her. 
... I missed loads of school, not that I minded at the time! (laughing). I, em, I struggled, you 
know, I was obviously, we took eleven plusses[sic] in those days, and I obviously didn't pass. I 
failed the eleven plus, I think that's why, you know, that I didn't pass because I was looking after 
the little ones. I went to a secondary school, I didn't, didn't respond quickly to school work, let's 
put it that way. I went for a few years I think, I can't remember if it was less, and then they 
[parents] sent me to work at Decoes Printing on Turner Street. (Very long pause) I often wonder 
what would have happened if I had passed [the eleven plus].680 
 
At the time of her interview Frances still lived in Poplar, East London, less than one mile 
from where she had been born. Frances went on to say that she felt she hadn't achieved 
anything with her life. She attributed this to her lack of formal education, brought about by 
her extensive caring role. Frances' experience as a child-carer occurred in the era of 
National Health Service medical care and 'cradle to the grave' welfare provision, suggesting 
that for earlier working-class families the burden of a sick child or sibling would have been 
heavier and more profound. In this way Frances' narrative demonstrates how studying 
experiences of childhood convalescence provides a crucial window into the broader 




Experiences of childhood convalescences extended beyond the individual experiences of 
patients, and encompassed their entire families. Many respondents believed that 
convalescence had changed the landscape of their childhood and, in some cases, the 
trajectory of their adult lives. This chapter has used Carol Gilligan's Listening Guide to 
analyse the testimonies of individuals who experienced convalescence as patients, their 
siblings, and their parents. 
 This chapter has demonstrated the multiple complexities involved in familial 






child interactions. Family size, age, sibset position, and socio-cultural models all shaped 
individuals’ expectations and experiences of health care and family life. In examining 
historical trends in family relationships, it is important to remember that beliefs and 
attitudes may be specific to a particular community or geographic locale and that the 
research reported here relates to the metropolitan working-classes. In this sense, the use of 
the contextualised approach deployed in this thesis provides insights that may be used as a 
comparison for future studies. This is especially true as many of the insights gained are 



























Chapter Eight: Conclusion 
 
I've come to the end of my questions now, but, I, em, wonder is there anything that you think we've missed or 
is there anything else that you want to say? 
Anthony (1950, six years old) No, I don't think there is actually, because I hadn't really created a 
format of (long pause). You know, your life's a long time (very long pause). I might've mentioned 
it earlier, but we was never religious, I mean my family weren't church goers or that. But, em, in 
the home the nuns made us kneel and say our prays at night, em, before bed. And I kept that 
up, I still do, since then I say the same pray every night, I shut my eyes and say:  
 
Here I lay me down to sleep 
I pray the Lord my soul to keep 
If I should die before I wake 
I pray the Lord my soul to take.681 
 
Anthony's memory of a nightly prayer ritual and the successful inculcation of a lifelong habit 
of prayer draw sections one and two of this thesis together. His memory demonstrates the 
continued institutional objectives of the early sponsors of children's convalescent homes 
that aimed to transform children, physically, morally, and spiritually during a temporary 
separation from their familial home. Moreover, it demonstrates that these objectives could 
be effective and permeate through an individual's life course. 
 This thesis has been divided into two distinct sections that have used separate 
sources and methodological approaches to explore different aspects of children's 
convalescent homes. Section one used archival sources to provide a narrative account of 
the institutional convalescent care of metropolitan children between 1845 and 1970. While 
section two, used oral history interviews to explore individuals' remembered experiences of 
childhood convalescence between 1932 and 1962. The extended period of study covered by 
this research and the distinct methodological approaches used has resulted in a diversity of 
themes being covered. Many of these have added to scholarly work by supporting current 
orthodoxy, while other themes have disrupted current work or pointed to new and 
potentially fruitful areas of study. It is to those disruptive elements and new areas of study 
that this final conclusion will turn. 
 Children's convalescent homes linked the powerful motifs of health, home, and 
family; and were particularly influenced by new concepts of childhood. The belief that 
childhood was a distinct phase associated with an inherent vulnerability that could be 
 




simultaneously jeopardised or safeguarded by their environment was central to the 
developmental framework of homes. A framework that, on one hand, supported efforts to 
improve children's corporeal and spiritual well-being, and, on the other hand, created a 
vision of where and how children should be cared for. The preferential referral of children 
to children-only, home-like spaces indicates both the conceptual and corporeal separation 
of children from adults; and illustrates the importance of space and how this was defined 
by ideas of childhood.  
 This research has argued that children's institutional convalescent care can be 
viewed as a harbinger dating early cultural change, as, unlike legislative reform which may 
have taken several decades to achieve, it was relatively straightforward for an individual or 
institution to establish their own convalescent home. The establishment pattern of 
children's convalescent homes demonstrates a shifting of ideas that was not manifest in 
other social institutions until the 1870s. In this way, the slow growth of children's 
institutional convalescence from the early 1850s, demonstrates that the child welfare 
reforms of the 1870s, were part of a continuum of reforming activity that had begun at 
least two decades earlier; and the sentimentalisation of childhood predates historical 
narratives that emphasise the more obvious State-sponsored developments in the late 
nineteenth century and early twentieth centuries.   
 Homes initially sought to effect lasting physical, spiritual, and moral change in their 
patients through a temporary separation from their parents. This observation complicates 
historical interpretations that have stressed a link between reformers' moralising objectives 
and the permanent separation of children from their parents. The transformation of 
children was linked to the unique space and material culture provided by convalescent 
homes and the therapies they provided. From their inception homes emphasised 
wholesome and natural therapies, the main components of which were understood to 
consist of nutritious food, rest, and fresh air. The continued provision and medical advocacy 
of such simple care in convalescent homes makes it possible to explore the influence of 
scientific advances on the provision of children's health care. By adopting a contextualised 
view, it is clear that traditional medical practices were often accommodated within new 
scientific knowledge; and this maintained therapeutic continuity and augmented medical 
authority. The use of new scientific knowledge to support the continued use of traditional 




traditional medical beliefs; and indicates that more work is required to explore what 
historical actors understood by their use of traditional therapies, rather than simply 
observing the continued use of such therapies.  
 How individuals understand events and their environments is crucial to our 
understanding of the past. The emphasis of the second section of this thesis has, in many 
ways, not been on matters as they actually existed, but on how the individuals who 
experienced institutional convalescence remembered and  understood them to exist. A 
series of seventy-two oral history interviews conducted specifically for this thesis were 
used to gain this understanding. The method of interpretation deployed was to undertake 
an intensive analysis of each interview using psychologist Carol Gilligan's Listening Guide 
method of analysis. The Listening Guide is a way of analysing qualitative interviews drawing 
on psychoanalytic methods. Through a series of sequential readings, or 'listenings', it was 
possible to uncover the varying voices of interviewee. Taken as a whole, the Listening Guide 
method facilitated a comprehensive analysis of all of the interviews that permitted an 
awareness of subjectivities and composure of self-narratives. These insights enabled the 
teasing-out of narrative threads and the identification of the most dominant themes or 
memories of individuals. Although a diversity of memories were recounted by interviewees 
it was possible to organise responses to convalescence around four distinct themes, 
institutional environment, separation from family members, agency, and kinship bonds.  
 This research has shown that an individual's experience and memories were 
profoundly affected by their experiences of separation. Children in convalescent homes did 
not benefit from the newly developing emotional standard for the welfare of sick children. 
Children's experiences of prolonged separation from their families were remarkably 
constant across the period of study. The emotional needs of children in convalescent homes 
were largely overlooked by an adult-centric form of care that prioritised physical needs over 
psychological wellbeing. And yet, on the other hand, dynamic change was apparent in 
parental awareness of their children's emotional needs, and their attempts to prepare 
children for their forthcoming admission. The Second World War marked a watershed in the 
extent to which these London parents communicated information to their children. 
Interviewee statements point to the importance of the war experience as a trigger for 
changes in metropolitan working-class parent-child relationships. This challenges existing 




gradually diffused through to them from the middle-class. However, there was a great 
degree of complexity in changing patterns of child care, and many pre-war attitudes and 
practices continued. This was especially apparent with respect to physical punishment. The 
discontinuities and continuities in parents' emotional care and physical punishment of their 
children points to the importance of changes in parenting developing within the context of 
particular communities and their experiences.  
 Accounts of complexity and change were enmeshed within interviewees’ narratives. 
How children understood their own power position and ability to exert agency 
demonstrates how this was often relational and contextual. Respondents' varying ability to 
exert power highlights the detrimental effect of isolation within institutional settings. 
Consent or compliance with treatment were often forms of behaviour through which 
children consciously exercised control. Resistance to unwanted medical treatments 
occurred in pre-and post-war groups. However, there were discontinuities in the sense of 
ethical violation experienced by post-war respondents, indicating that ethical sensibilities 
are historically contextual, and that a shift in children's own emotional standards occurred 
around the Second World War. 
 Respondents' testimonies indicate that even young children understood themselves to 
be active participants in resisting authority, but they exerted their agency in many different, 
distinctly age-specific, and often oblique ways. Most memories of resistance were covert; 
nonetheless they often represented powerful agentic behaviour by building peer culture 
and individual status. Peer groups were an important site and medium of childhood agency 
across the period covered by interviewee experience. However, disciplinary methods 
employed by staff that involved the use of public humiliation appears to have dissolved 
peer group support and resulted in a corresponding absence of agency. Instead, in these 
circumstances a longer view is required, and it is possible to observe agentic behaviour by 
placing experiences of children's convalescent homes and humiliation within the context of 
an individual's life course. This approach illustrates that capturing historical agency requires 
attention to life narratives. 
 Many respondents believed that convalescence had changed the landscape of their 
childhood and, in some cases, the trajectory of their adult lives. Yet, experiences of 
childhood convalescences extended beyond the individual experiences of patients, and 




involved in familial relationships and the need to extend academic investigation beyond an 
emphasis on parent-child interactions. Indeed, family size, age, sibset position, and socio-
cultural models all shaped individuals expectations and experiences of their family life. The 
influence of family groups on children's experiences was significant. Family size determined 
how interviewees conceptualised separation and their experiences of returning home. Over 
half of ex-patients described experiencing varying degrees of difficulty settling back into 
their families, with respondents from larger families finding it harder to adapt. Difficulties 
returning home were associated with a belief that they needed to compete for space, 
particularly with their siblings.  
 For the majority of ex-patients their relationships with their siblings soon returned 
to normal. However, the admission of younger children to a convalescent home disturbed 
their process of attachment, and interrupted a crucial, age-specific process of sibling 
intimacy and violence mediation. Conversely, memories of a deterioration in maternal 
relationships occurred at a surprisingly high rate of 77% of all ex-patients. Over half of these 
respondents recalled it as a relatively minor short-lived occurrence. However, for some it 
had a profound and lasting effect on their relationship with their mother. Unlike sibling 
bonds, the deterioration in child-mother bonds was not associated with family size or age 
related.  
 All of the individuals interviewed for this research felt that they had been affected 
by their childhood experiences of convalescent homes, and yet they held a diversity of 
memories. Some, spoke of their life being ‘fundamentally’ shaped by their experiences, 
while others spoke of it as something they ‘just forgot about’.682 However, the most 
significant aspects of all respondents’ narratives concerned their emotional, rather than 
their physical wellbeing. Sick children's emotional responses rarely left traces in official and 
written records. The tendency of scholars to rely on these sources means that current 
scholarship falls short of elucidating children's emotional worlds. In the end, it is important 
to recognise that childhood experiences of convalescence were often significant in ways 
that traditional methods of historical research cannot reveal, and because of this historians 
must look to other academic disciplines for methodological approaches that can be used to 
analyse the evidence of the past. 
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List of convalescent homes 
 
 
    1845-1920 1920-1945 1945-1970 












Anthony and Annie Muller, Convalescent Home Kent 
    
90 ● 




Babies Hospital Sydenham 
    
35 ● 
Bailey Convalescent Home Bognor Regis 28 ● 34 ● 
  
Beech Hill Children's Convalescent Home Berkshire 
    
35 ● 
Belgrave Recovery Home Surrey 
    
30 ● 
Boy's Convalescent Bournemouth 20 ● 
    
Branch of Children's Aid Association  Saunderton 24 ● 
    
Brentwood Children's Convalescent Home St Leonards  
    
26 ● 
Brighton Cottage Convalescent Home for Children Addiscombe 60 ● 62 ● 
  
Broadlands Broadstairs  
    
40 ● 
Broadstairs Victoria Convalescent Home Broadstairs 50 ● 70 ● 
  
Brooklyn Baby's Home  Christchurch  
    
32 ● 
Broomhayes Nursery Convalescent Home North Devon 
    
24 ● 
Buttercups' Convalescent Home  Twyford 12 ● 12 ● 
  
Capesthorne Christchurch  
    
24 ● 
Charlotte Home for Invalid Children Brighton 10 ● 
    
Charnwood Forest Convalescent Home Loughborough  
    
26 ● 
Chartham Park Convalescent Home East Grinstead 
    
30 ● 
Cheyne Hospital West Wickham  
    
60 ● 
Children's Beautiful Home Hertfordshire 21 ● 34 ● 
  
Children's Convalescent Home Southend 35 ● 20 ● 
  
Children's Convalescent Home Yarmouth 42 ● 42 ● 
  




Children's Convalescent Home  Bognor Regis 8 ● 32 ● 40 ● 
Children's Convalescent Home  Beaconsfield 
    
32 ● 
Children's Heart Hospital Lancing Sussex 
    
35 ● 
Children's Heart Hospital West Wickham  
    
80 ● 
Children's Home East Grinstead 
  
32 ● 18 ● 
Children's Home Hospital Barnet 15 ● 20 ● 
  
Children's Rest, Convalescent Nursing Home Roehampton 18 ● 18 ● 
  
Children's Sick and Convalescent Home Luton 24 ● 24 ● 
  




Clevedon Broadstairs 24 ● 24 ● 
  
Cold Ash Children's Hospital Newbury  
    
34 ● 
Convalescent Cottage Epping 14 ● 
    
Convalescent Home 
 




























50 ● 45 ● 
  
Convalescent Home Bognor Regis 50 ● 
    
Convalescent Home and School of the Holy Family Margate 150 ● 150 ● 
  
Convalescent Home for Children Brentwood 8 ● 36 ● 
  
Convalescent Home for Children Highgate 16 ● 16 ● 
  
Convalescent Home for Children Turnbridge 
Wells 
40 ● 40 ● 
  




Convalescent Home for Girls Guildford 4 ● 
    
Convalescent Home for Poor Children Margate 
 
● 75 ● 
  
Convalescent Home for Poor Children St. Leonards 75 ● 80 ● 
  
Convalescent Home for Women and Children   Surrey 10 
     
Convalescent Home, Fairview Slough 24 ● 20 ● 
  
Convalescent Home, Little Seagry Littlehampton 8 
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Convalescent House Lowestoft 64 ● 68 ● 
Cottage Convalescent Home for Children Egham 16 ● 
    
Cottage Convalescent Home for Children Kent 4 ● 
    
Cottage Home For Delicate Children Margate 30 ● 
    
Countess Brownlow Home Berkhamsted 10 ● 10 ● 
  
Crole Wyndham Memorial Home Herne Bay  
    
19 ● 
Crole Wyndham Memorial Home  London 35 ● 40 ● 
  
Cromwell House Branch Hospital Highgate 38 ● 30 ● 
  
Dedisham Convalescent Nursery Home Horsham Sussex 
    
57 ● 
Downland's Home for Invalid Children Brighton 110 ● 
    
Dutch Convalescent Home  for Girls Charlton 15 ● 
    
Eastern Counties Children’s Convalescent Home Yarmouth   40 ● 
  
 Edgar Lee House Willesden 22 ● 22 ● 
  
Eleanor Wemyss Recovery and Convalescent Home Berkshire 
    
17 ● 
Eversley Nursery for Convalescent Children Hythe 
    
20 ● 




Fairfield House Broadstairs 
    
60 ● 
Felixstowe Convalescent Home Felixstowe 65 ● 65 ● 
  




Friendly Societies' Convalescent Homes Dover 110 
     
Friends' Convalescent Home for Children Worthing 45 ● 50 ● 
  








Glynde Home for Convalescent Children Sussex 8 ● 8 ● 
  
Haldane House Bexhill-on-Sea 
    
52 ● 
Hamilton House Seaford 28 ● 28 ● 37 ● 
Hapstead House for Children Devon 
























Harts leap Camberley          32 ● 
Hillaway House the Children Newton Abbot          13 ● 
Home for Convalescent Children Broadstairs     20 ●     
Home for Invalid Children Brighton 21 ● 34 ● 32 ● 
House Beautiful (NSSU convalescent home) Bournemouth         50 ● 
Jewish Convalescent Home for Children Brighton 28 ● 28 ●     
John Horniman Home  Worthing 
 
        24 ● 
Lady Brasseys Home Bexhill-on-Sea 23 ●         
Langdon Court Convalescent Home Plymouth         32 ● 
Lanthorne Convalescent Home Broadstairs         102 ● 
Little Folks Home Bexhill-on-Sea     40 ● 40 ● 
Marlborough Children's Convalescent Home Marlborough          100 ● 
Meath School Chertsey 
 
        39 ● 
Metropolitan convalescent home for children Broadstairs 118 ● 150 ● 102 ● 
Ministering Children's League Convalescent Home Hayling 14 ●         
Moor House School Oxted          60 ● 
Oak Bank  Sevenoaks Kent         85 ● 
Ogilive School of Recovery Clacton on Sea         100 ● 
Paddington Green Children's Hospital Convalescent 
Home  
Lightwater          28 ● 
Pawling Home – Hospital Barnet Herts         30 ● 
Poor Children's Society Loughton 12 ●         
Red Cross Convalescent Home for Children Christchurch 
 
        24 ● 
Rosemary Home Herne Bay         20 ● 




        56 ● 
Russell Grange Nursery for Convalescent Children Tunbridge Wells          38 ● 
Seaside Convalescent Hospital Seaford 150 ● 180 ● 34 ● 
Seaside's Children's Home Exmouth  
 
        38 ● 
Southern Convalescent Homes, The Sunbeams 
Children's Home 
Lancing Sussex         22 ● 
St Catherine's home Isle of Wight         150 ● 
St Dominic's  Godalming          100 ● 
St Helens Convalescent Home Letchworth         28 ● 
St John's Woodford 
 
        124 ● 
St John's home Brighton         80 ● 
St Mary's Home for Children Broadstairs   ● 240 ● 200 ● 
St Michael's Home 
 




















St Patrick's  South Hayling  
    
100 ● 
St. John's Home for Convalescent Brighton 26 ● 30 ● 80 ● 
St. Laurence's Convalescent Home for Children Gerrard's Cross 12 ● 12 ● 
  
St. Luke's Home for Sick Children Woodley 16 ● 34 ● 
  




St. Mary's Convalescent Home for Children Broadstairs 260 ● 300 ● 
  
St. Mary's Holiday Home for children Southend-on-
Sea 
30 ● 42 ● 
  
Sunshine Home Shoeburyness  
    
54 ● 
Surgical Home for Boys Banstead 25 ● 30 ● 
  
Tangley Place Convalescent Home Guildford   
    
28 ● 
Temple House Children's Convalescent Home Waltham Cross  
    
36 ● 
Tidwell House (Convalescent Home for Children) Devon 
    
31 ● 
Victoria and Zachary Merton Home Broadstairs 
    
66 ● 




Victoria Home the Invalid Children Margate 
    
50 ● 
Victoria Seaside Orphan's Rests Kent 90 ● 54 ● 
  
Wandsworth Palace Memorial Home Whitstable  
    
30 ● 
Winifred House  Tollington Park 18 ● 24 ● 
  
Winifred House Convalescent Home Barnett 
    
40 ● 
Wydham House Aldeburgh  
    
24 ● 
Yarrow Home  Broadstairs 100 ● 100 ● 85 ● 
Zachary Merton Home Hindhead  
Surrey 
    
51 ● 
    
      
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
